


PHcRS DOC, NO 61?



!
/-

PUBLIC HEALTH CONFERENCE
ON RECORDS AND STATISTICS

-iith NATIONAL ME ET IN G-

.,

U.S. DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE

PUBLIC HEALTH SERVICE

National Center for Health Statistics

Washington, D.C.

JUNE
1966







Prepared by the
NATIONAL

CENTER for

HEALTH

STATISTICS

Public Health Service Publication No. 1594

U.S. GOVERNMENT PRINTING OFFICE

WASHINGTON : 1967

For sale by ihe Superintendent of Documents, U.S. Government Printing Oflrce

Washington, D.C. 20402 - Price $2.25 [paper cover)



Foreword
The llth National Meeting of the Public Health Conference on Records

and Statistics excited more than usual interest—an excitement that emanated
from the newness and urgency of some of the topics under discussion. At
the same time, many of the perennial concerns took on added significance
in the light of new developments. Therefore, the National Center for Health
Statistics takes great pleasure in presenting these proceedings in the belief
that the ideas brought out during 5 days of intensive discussion will have endur-
ing value for work on health problems not only in America but also in other
countries.

These proceedings contain in full the formal addresses “and papers. The
gist of the discussions and the sense of the meeting for the 12 workshops are
reported in the workshop summaries. The summaries are the joint product
of the respective chairmen and NCHS supporting staff members.

Particular thanks are due the speakers and the workshop directors for
the stimulation and guidance they provided. Grateful acknowledgment is
accorded the NCHS staff for the

for publication.
dficult job of preparing the proceedings

Oswald K. Sagen, Ph. D.
Assistant Director
National Center fo? Health Statistics
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FIRST
GENERAL
SESSION

Call to Order
Dr. Forrest E. Linder, Director, National Center for Health Statistics,

U.S. Public Health Service

I am very happy on this occasion to welcome all of you to this 1lth National
Meeting of the Public Health Conference on Records and Statistics.

As is implied by the 1lth, this is a group of meetings which has been going
on for a number of years. Each year the interat grows as well as the importance
of the work that the working groups and the plenary sessions do here. I think
the attendance at this particular meeting is the largest that we have ever had and
indicates tremendous interest throughout the country, the capital, and the univer-
sitiesin the problems which we will be discussingthis week.

I have looked over the program in some detail as I assume mmt of you have
done now. I think that you will see that it is going to be a very good program
and we are going to have a week of profitable and interesting discussions of the
problems with which we are all concerned.

The working sessions and the plenary sessions are directed at problems that
are current in these days. I know that the people who are discussing these prob-
lems at each of the dfierent meetings will assure that there will be a fruitful
outcome.

I expr=ed to the re@tr~ who were meeting Saturday my feeIing that the
winds of change are blowing in the field of vital records and statistics. Things
are cert~y in a transitional period. Many things are moving rapidly toward
r~tits which we can just now barely see.

This morning we have several speakers on the program-four speders, as
a matter of fact—who are intimately and personally concerned with the direction
of change and some of the innovations that are entetig our field. We are very
fortunate to get b group of people who are definitely involved with thse new
developmenfi in our field.

I want to proceed without delay to hear what these speakers have to tell
us about forthcoming developments in our field of work, so I will introduce our
first speaker.

We are happy to have with us this morning as the keynote speaker to open
our conference Dr. Leo Gehrig, who is Deputy Surgeon General of the Public
Health Service. We are very fortunate to get Dr. Gehrig. It is quite e~ tO

get the Surgeon General or the Deputy Surgeon General to agree to appear and
talk to us at a meeting of this tid-that is, to get them to agree to appear several
months before they actually have to do it. But the commitments that floodh on
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these officials at this top level are such that very often, while they wish to be with
us, some demanding commitment comes in at a late moment and they are not
able to attend.

I thought this might happen in the case of Dr. Gehrig because he has been
traveling extensively in the past few months. We have seen very little of him
mound the Public Health Service. He is involved with some very major and im-

portant problems. But, happily, he is here th~ morning, and we will be able
to hear the words he can bring us.

Dr. Getig is from the University of Minnesota, having obtained his academic
degreea and his medical de~ee at that institution. He then started his profes-
sional career in the field of thoracic surgery and had a number of important posi-
tions in this field. Then later he was coaxed over into the area of medical
care administration and, I believe about 1957, joined the Public Health Service’s
Bureau of Medical Servic6.

Ee was with that Bureau for a number of years. In his lmt position, he was
Chief of the Bureau of Medical Services and was there untfl November of last
year when he was appointed the Deputy Surgeon General.

In the position of Deputy Surgeon General, he is the Surgeon General in
charge of the Bureau of the Public Health Service in which the National Center
for Health Statistics is located. So we have many relations with him, and he
has many opportunities to aid us in developing our work program.

Without further word, let me present to you Dr. Gehrig who will give us the
keynote word for this meeting.

3



Keynote Address
Dr. Leo J. Gehrig, Deputy Surgeon General, U.S. Public Health
Service

I know that Dr. Stewart, who is in California this morning, would like very
much to be with you, but I am kind of glad he is gone. It gives me the oppor-
tunity to speak to you.

Certainly in greeting you on behalf of the Surgeon General, I would want you
to be assured that the Public Health Service and the Department of Health, Edu-
cation, and Welfare are greatly interested in these biennial meetings. Let me tell
yOUwhy.

The American public health system has its roots in every community, in every
State. Washington may propose, but the country usually disposes. In our think-
ing and planning here in Washington, we do our best to consider the judgments
and purposes of others. But we are keenly aware that the people and the problems
are out there, where you are.

Therefore we depend heavily upon you—in State and local governments, in
voluntary health agencies, professional associations, business groups, and others

who are on the firing line. Federal programs, which help to shape State and local
programs in health, must themselves be shaped by the needs of communities, fam-
ilies, individu~. These needs differ greatly over the stretch of our country.
Therefore a health program must consider national needs, yet be flexible enough
to meet specific community issues.

For this reason it is most important that we plan, execute, and evaluate
programs together.

I use the words “vital information” and so on rather freely. But let me give
you an example, if you will let me use this free interpretation, of one of my earlier
experiences.

I had the opportunity to be in charge of the tuberculosis and chest program
in Alaska while it was still a Territory. I recall someone had established a system
there because we had to hospitalize most patients in the “Lower 48.” This was
a system which provided that each month the physician had to submit a written
record of what the patient was doing and what the future plans were.

I think many physicians looked upon this as purely a requested justification
for the bill that usually accompanied this report. In fact it had many useful pur-
posw from my point of view. It gave us an opportunity to advise families when
surgery was considered; it gave us an opportunity to plan ahead for new admissions
following the discharge of a patient. But I always remember the case of a fellow
by the name of Carl Ericson. I never met the man. He apparently was an old
Scandinavian fisherman. I would guess that he was probably in his early sixties,
and he had had chronic pulmonary tuberculosis over many years and had been
hospitalized in this particular institution in the “Lower 48” for about 4 years.
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He had minimum respiratory capacity. So there really wasn’t much that one
could do for Carl except hospitalize him. Yet his poor physician each month had
to write this report which usually included what his temperature was doing, what
his sed rate was doing, possibly his blood count, what was planned ahead, how he
did during the month, and so on. Obviously Carl just lived from month to month.
He had good chronic tuberctiosis with good change. But on this given month I
got a letter. It said “Dear Dr. Gehrig: Hebrews, Chapter 13, Verse 8. Sincerely”
and the doctor signed his name.

Not being too familiar with this reference I got some help, and we looked it
up. It went something like this: “Jesus Christ, the same yesterday, the same
today, and yea, forever.”

He gave me the information, and I think he did a very good evaluation of the
purpose of the report.

I wodd say this sarnenew, however, is not exactly what we see in the area of
public health today. This morning, we shall take a look at public health as it is
shaping up today and tomorrow-right now and say over the next 10 years.

I am using the President’s message of March 1 to the Congrex on recent health
and education achievements and current goals as a general reference point. More
particularly, I shall use medicare and comprehensive health planning to exemplify
what the immediate future holds for health officials. Our program this morning—
and much of your work during the week—is centered around the health program
that is now before the country.

A considerable part of this program was enacted in 1965. Edls covering
other proposals are now before congress, and yet other billswill be introduced.
Most important in their near-term impact, of course, are the medicare provisions
of the 1965 Social Security Amendments. Those of you who work with vital rec-
ords are very familiar with one aspect of this program-the proof-of-age regula-
tions associated with these amendments. On July l—only 12 days from now—
assistance in paying for hospital COStS @ become available. to over 19 million
Americans aged 65 and over. Help in paying for physicians’ and other medical
services also will become available to this group. Later on, the hospital insurance
will include services in extended-care facilities.

These are dramatic developments. What will be the impact of these pro-
found changes on our health system? Will we have enough manpower and
enough facilities to provide these services?

To set these problems in context, it is important to remember that none of
them is new. Not one of them has been created by medicare. We have been
living with shortages or threatened shortages of manpower and facilities for many
years. We have, long recognized the need for upgrading the quality of care and
for assuring equal access to care.

In fact, as the Surgeon General pointed out at the White House Conference
on Medicare last week, the effect of the new legislation has been very positive.
It has brought these longstanding problems into sharp focus. It is hastening
their resolution.

The supply and distribution of hospital facilities in the United States have been
greatly strengthened over the pmt two decades by the Hill-Burton program, which
has brought hospital service within reach of millions of people for whom it was

once ahnost inaccessible. This program is moving ahead. In 1965 and 1966,
a total of 60,000 new hospital beds and 90,000 new nursing home beds will be

5
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added to the national resource. Legislation recommended by the President and
introduced this year is designed to attack on a major scale the problem of obso-
lescence in hospital-a need which is particularly critical in our larger citiw.

In recent months, we have devoted much attention to problems of hospital
occupancy md the probable effect of medicare on occupancy rates. Patients over
65 years of age now use about 25 percent of the Nation’s hospital beds. We
anticipate that medicare may increase by 20 percent the use of hospital beds by
the aged; this is considered a maximum figure. Even taking this high estimate,
the overall increase would ordy amount to a 5-percent increase in total occupancy,

Average utilization of adult hospital beds across the country ranges between
80 and 85 percent. Thus, for the country as a whole, we would expect that hos-
pitals in general will be able to accommodate the impact of medicme without
experiencing critical problems. There may be localized trouble Spotij however.
We have identified some 90 counties, containing less than 3 percent of the total
popdation, where occupancy rata are normally in excess of 90 percent. In these
areas, where the occupancy situation may be tight, we and our allies in the Ameri-
can Hospital Association and the American Medical Association are urging the
local medical community to encourage interhospital cooperation on admission
policies, orderly schedfig of admissions, establishment of clinical priorities, and
carefd utilization review.

Striking progress has been made in the pmt few months in helping hospitals
attain the standards of care required for certification as providers of medicare
services and in achieving compliance with title VI of the Civil Rights Act—two
essentials for participation in medicare. .As we stand today, lew than 2 weeks
from the liftoff of the program, we are highly optimistic that hospital benefits will
in fact be available on Jtiy 1 for an overwhelming majority of those entitled to

them. This condition will be a great tribute to governmental officials at all levels

and to the hospital and medical professions whose determination to make medicare
work has been translated into effective action.

With respect to health manpower supplies, the Congrew has enacted three
major pieces of le@ation in the past 3 years, all with the vigorous support of the

Administration. These are the Health Professions Education Asistance Act
of 1963, its amendments in 1965, md the Nurse Training Act of 1964. Another
important bill, the Allied Health Prof ewions Act, is now pending in the Congress,

Partly as a result of this activity, 8 new medical schools will open within the next
2 years and 16 existing schools will increase their training capacity. The 885
additional places thus provided will increase medical school graduations by more

than 10 percent. This program, of course, has a substantiality delayed impact

on medical care, since it will be a number of years before its products are ready
to assume their fd professional responsibilities. Nevertheless, this, togetherwith
similar progr~ in other health disciplines, is most heartening.

We must continue and strengthen these programs in the years ahead, so that
our capacity to educate health manpower may catchup with the growth in demand
for medical service. We must take steps to attract and retain health personnel.

And there is an urgent need for making more efficient use of the manpower we
have-a problem that is being approached nationally through such efforts as the
heart disease, cancer and stroke program md locally by hospitals, group practice
=ociations, ad others.
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I shall not go into detail concerning the manpower situation in other health
occupations. Mr. Pond will discuss why we are trying to rethink the functions to
be p;rformed by the various kinds of trained people that collectively makeup the
health team—by the professionals, the technicians, and members of the allied
health occupations.

But I would say this. I think this is one of our most important areas, because
today it is recognized by an awfd lot of us that highly trained people are being
utilized in ways that are truly wasteful and are carrying out work that could be
done by many others. We must reexamine what we consider to be the preroga-
tives and responsibilities of the more traditional health worker.

This morning Dr. Kelsey will be discussing how the computer and other new
technologies are and can be used in health-related activities, and he will touch
upon their significance in alleviating the manpower shortage.

Someone was mentioning, not long ago, that one of the new hospitals was
built with a nurse’s station with monitoring device, television, interroom com-
munication, md so on. Little Billy was admitted at age 4 for his first hospitaliza-
tion, and his mother left him. It got toward evening, and the nurse in her station
was looklng through the television. She noticed Billy was beginning to nod so
she flicked the control and said, “Billy, would you like a glass of milk before you
go to sleep?” He looked up quickly and found there was nobody in the room.

She waited. He didn’t say anything. She said, “Billy, would you like a
glass of milk before you go to sleep?” By that time he recognized where it came
from, and he said, “No, thank you, wall.” I guess everything has two sides.

Moving on to the enlarged challenges which we would have to meet under
comprehensive health planning, let me emphasize that the rapid changes that are
now taking place heap enlarged responsibilities on health planners, administra-
tors, and evaluators. These changes make it much more important that they
receive timely, factual information related to their needs and that they use that
information. Obviously, the statistician grows in importance, since he produces
so much of the mawive information that constitutes the foundation of the public
health structure.

You know, of course, that there is a manpower shortage in vital and health
statistics, as well as among people competent to maintain the vital records that
are so important for evidentiary purposes and as sources of fundamental demo-
graphic and health data. I am told that half the directors of vital statistim will
have vacated their positions in the next 10 years. On the statistical side, the 14
schools of public health which were then accredited by the American Public
Health Association graduated 147 statisticians during 1961–64, a, rate of 37 per
year. Some of these graduatm took employment outside the United States.
Clearly, many more, drawn from many sources, will be needed to replenish the
country’s estimated total of about 2,000 health statisticians.

The need for health statisticians exists at local, as well as State and Federal,
levels. City health departments increased from 265 to 354 between 1957 and
1964, while single-county health departments increased from 787 to 927. Such
~ocal jurisdictions are bound to need more health personnel, including statisticims.

SO much for the immediate future, with its present needs and impending
rmponsibilities. What about tomorrow?

Legislation, entitled the “Comprehensive Health Planning and Public
Health Services Amendments of 1966,” was fitroduced on Mmch 2 which would
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bring about a fundainentd change h Federal-State-local relations in the health
sphere. The scope of the proposed act is indicated by its opening “Findings and
Declaration of Purpose”:

The Congrew declares that fulfillment of our national purpose
depends on promoting and assuring the highest level of health attainable
for every person, in an environment which contributes positively to health-
ful individual and family Iiwhg; that attainment of this goal depends on
an efiective partnership, involving close intergovernmental collaboration,
official and voluntary efforts, and participation of individuals and organi-
zations; and that Federal financiaI resistance must be directed to support
the marshaling of all health resources--national, State, and local—to
assure comprehensive health services of high quality for every person.

As I stated in testimony concerning this proposal, public health programs
. ..

shodd find “the ultimate focus . . . in the local communities where services and
people meet.” There, I continued, we should concentrate “on the people of the
community, not on disease entities.” We should continue our attacks on the
diseases that afict people, but should not compartmentalize our approach by
setting up relatively small, earmarked, categorical grants having limited objec-
tives. Not competition, but cooperation should be encouraged in the interest of
using health funds effectively.

Categorical grant programs have done much to strengthen State and local
health competency in fields of increasing priority. But this progress has been
achieved at the cost of flexibility in developing broadly conceived programs

tailored to community needs. The comprehensive health planning bill would
fundamentally alter the relationship among health programs. To participate
in its benefits, each State would designate a responsible health planning agency

and develop an advisory group representing State and local agencies, nongovern-
mental organizations and groups concerned with health, and consumers of health
services. ~is council would help to assure that the administration of health
programs is responsive to need.

Some have called this propo~al the “partnership-for-health bill.” It moves
a great distance toward reafizing the concept of cooperative Federal, Statej local,
and private effort that for so long has been a primary goal of the country’s pubfic

health movement. State and local governments would have enlarged responsi-
bilities, as the folIowing statement in the bill makes clear:

. . . the Congress finds comprehensive planning for health serv-
ices, health manpower, and health facilities is essential at every level of
government; that desirable atitration requires strengthening the lead-
ership and capacities of State health agencies; and that support of health
service provided in their communities should be broadened and made more ,
flexible,

An interesting feature of the bill is its provision allowing assignment of per-
sonnel for periods of up to 2 years in ei~er direction between States and the De-

partment of Health, Education, and Welfare, with full protection of salaries and

benefits. This arrangement closely follows provisions in the Elementary and
Secondmy Education Act of 1965. I think this would provide for an increas-
ingly productive cross-fe&ation of thting by permitting both Federd people
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in State Governments and State people in the Federal Government, on limited
tours of duty.

The cooperation between all levels of government—a cooperation that in-
cludes the public-constitutes an example of that “creative Federalism” to which
President Johnson has frequently referred over the last 2 years.

Another development of this eventful year has been the submission by the
President of Reorganization Plan No. 3 of 1966, which would authorize reorgani-
zation of the Public Health Service. This plan was transmitted to Congress on
April 25. It will become effective before the end of this week, if no formal
objection is raised by either the Senate or the House of Representatives. The
plan gives to the Secretary of the Department the authority to reorganize the
Service and to coordinate health functions throughout the Department, now
and in the future. It thus provides the same kind of flexibility in Federal health
administration that is the objective of the partnership-for-health bill at the State
level.

Thus, the entire complex of public health and medicine is in a period of
explosive growth and dynamic change. We are responding to greatly increased
demands for service. Part of our response k to expand our existing resources—
in terms of manpower, facilities, and knowledge—and to develop new resources.
Another part is to devise new patterns of operation and collaboration to make
more effective use of the resources we have.

The keynote of many of our new activities is planning—envtiloning goals,
determiningintermediate objectives, trying out methods of achieving them, and

keeping flmible enough to redirect our efforts as circumstances may require.
And for planning to be meaningful, in health as in all other enterprises, it must rest
upon a solid base of information.

Therefore, it seems to me that we have entered an era of tremendous chal-
lenge to health statisticians. Yours are the skills that can tell us where we stand,
where the needs are, where we are progressing, where we need to do better. With-
out a constant flow of reliable data, designed, collected, and interpreted with maxi-
mum relevance to program need, we are planning and operating in a vacuum,
and in this day and age we can ill afford to be flying blind.

.. As a matter of fact, there was a psychiatrist who, I think, was experiencing
all of the frustrations of flying blind with a young patient named Reginrdd. Regi-
nald would not eat. His parents became concerned and dragged him into the
psychiatit’s office. The psychiatrist had to do something with the kid right now.
He didn’t know too much about him. His first effort was to offer him a choice of
goodies to eat. The kid kept screaming and refused everything. Finally he said
in frustration, “What do you want?’ Reginald said, “Worms.” The psychiatrist
turned to his nurse and said, “Get him some worms.” In a few moments, fie
nurse came in with a plate of worms.

Reginald took one look and scremed again. The psychiatrist said, “What
is the matter?” He said, “I like them fried.” The psychiatrist told the nurse,

“Fry them.”

The next thing,she came back with a plate of fried worms. Reginald

screamed again. “What is the matter now?” Reginald said, “I only want one

worm.” The psychiatrist said, “Okay, bring back one worm on a plate.”
The nurse brought back one worm. He looked and screamed again. The

psychiatrist said, “What now?” Reginald said, “I want you to eat half first.” The
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psychia~t screwed up all his courage, picked up the worm, and took half. He
put the rest back on the plate and offered it to Reginald.

He screamed again. The psychiatrist said, “What now?’ Reginald said,
“You ate my half.”

We need a basis in fact, and I think it is important that the statistician be
in close and constant communication with the highest levels in which planning
takes place, State by State, locality by locality. It is important that you and your
profession be innovaton in the design of your work, anticipating needs and de-
veloping the means of f-g them. I think that future health services require
of statisticians, as they do of physicians, health administrato~, and others, that
courage and the imagination to examine traditional ways of doing things, to dis-
card those which no longer serve efficiently in the new context, and to explore new
ways that promise abetter yield.

We in the Public Health Service wish you a most productive meeting, and
we look forward to many more years of close collaboration with you individually
and with your organization.

Dr. LINDER.Thank you very much, Dr. Gehrig. I think you can see what
is confronting us when I speak of the fact that winds of change are blowing.

Dr. Gehrig hm certairdy outlined many of the things that are now imminen~
in tie developing change in the pattern of work that we are engaged in and th~’
new things that may be coming.

Dr. Gehrig tells me that, unhappily, he will not be able to stay with us through-
out the morning program because he has to get back to that desk and see wha”
has been accurmdating over the weekend. We are glad to have him here as lon~!
as he can stay, with the understanding that perhaps he will have to slip out a
little later in themotig.

I think we shotid pay pdctiar attention to what he said about planning.
Plannin g certtiy is the coming thing in public health, and it is certairdy the one
thing which is going to make a real important impact on the activities of the health
statistician, the registrar, and the health statistics organizations in the Public
HeaIth Service and in all the public health units throughout the country.

While there are many new directions of development in public health statis-
tics, I think that all of us are fuUy aware that the roots of our profession and the
roots of our interest go back many years and are really based in the vital statistics
system and in the vital records on which these statistics are based.

But this traditional area for our work, tis area in which our whole profes-
sion was in fact born, is not a static area either. There are changes and develop-
ments in the vital statistics field which are important and which have wide-
ranging scope.

This motig Dr. Wishi.k, who is asmciate dean for academic affairs and
professor of matemaI and child health at the Graduate School of Public Health,
University of Pittsburgh, WU develop for us some explorations in vital statistics
in the modem setting.

We know that he @ be able tO point out to us some of the ways in which
this most fund~entd mea of our work ~ now be-g to be changed and to be
developed under the impact of modem hmlfi progrms, modern techniquti, and
modern inter-.
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Explorations in Vital Statistics

in the Modern Scene
Dr. Samuel M. Wishik, Associate Dean for Academic Affairs, Gradu-

ate School of Public Health, University of Pittsburgh

As a nonstatistician, speaking to this audience of exper~, I should like to
make a point that the word “explorations” in the title of my talk does not make me
an explorer. The difference is that an explorer is supposed to go into uncharted
areas, whereas explorations can be made by the person himself who just happens
not to have been there before.

I am not claiming to be an intrepid explorer. On the contrary, I am making

these explorations with much trepidation. So I =k you not to infer essenti~
newness in the ideas that I shall present. I do hope that you will feel that I have

selected items from a large list of possibilities, not necessarily because of newness
but because they do have a high level of interest and perhaps also challenge.

I shall try to present my remarks in two portions, first the content of vital

statfitics, and secondly the techniques or technology involved. I shall organize
the material on content around four concepts: the concepts of a gradient, of spec-
ificity, of equivalence, and of dynamism.

CONTENT OF VITAL STATISTICS

A Gradient

The first one, the concept of a gradient, is the one which long ago caused

emphasis to be changed from a focus on mortality to :t concern for l;he amount of
morbidity, For example, a term long in use is the case-fatality rate, not merely
the deaths’ but the total number of cases of typhoid fever.

Then in the past decade and longer, attention has been shifting from severe
morbidity to minor morbidity, not satisfied with the clear diagnosis of typhoid

but recognizing the mild salmonella group and also having to look at any case of
diarrhea as having possible relevance.

From minor morbidity which usually still called for a specific diagnosis or
syndrome, we now feel the necessity of moving into vaguer collections of symp-
toms. For example, it is well known that congenital malformation can be pro-

duced by a very mild attack of German measles. And it is warranted to assume
that very mild attacks of other, as yet unnamed, syndromes may cause severe con-
genital malformations in the fetus. Unles attention is focused on symptoms

rather than defined syndromes, one may miss some of tie possibilities.
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There is stil another step to take and that is into the prodromal events, the
things that are almo~t symptoms or what I like to call the “near misses.” For
example, in the pathogenesis of accidents, there may be no basic distinction be-
tween the child who is poisoned by talcing medicine out of his grandmother’s purse
and the child who is about to remove the medicine and is stopped just in time.
In a sense, the latter, too, maybe part of the true case fatality rate.

There is a natural gradient from the norm to death, because nature abhors
a vacuum; and I think statisticians do, too. Unless we look at the entire range
of this gradient, we do not have the ftdl denominator and may not have the
denominator that is needed for prevention.

For example, the possible unfavorable outcomes of pregnancy can be more
or less ranked from complete infertility at the bottom of a hypothetical ladder,
through early interruptions of pregnancy, up through later interruptions, and so
on. It is hoped that improved prenatal care will move the outcome up the ladder.
But there is no assurance that it will move to the top of the ladder, which is normal
survival. It may move from one rung ordy to the next higher one. An imperc-
eptible unfavorable outcome, such as a very early unrecognized spontaneous abor-
tion, cotdd become an identifiable casualty. Paradoxically, the improvement of
prenatal care might worsen tie statistics.

In order to have the complete picture of the gradient, the next step--the one
that statisticians have also given attention to-is the question of positive health, the
meaning of wellness. For some years, I have been working with a set of scales
along six or seven parameters. This gives combinations of values rather than a
single number. This profile of connecting points on the scales gives implications
coricerning health status in a physical sense or a nonphysical sense. There are few
statistical methods at the present time for studying such profiles. Perhaps the
mathematics of completely irregular forms may help.

Some time ago, I tried to study the spontaneous movements of newborn
babi~ to see if, in three dimensions, we could learn something about necrologic
patterns and possible cerebral abnormality. The mathematicians could not help
us to analyze our observations. Just this past week I learned that choreographers,
who ~~t the designs of their dances down on paper so that someone else can repli-
cate them, are beginning to look at mathematics and the computers to try to
write their choreography in more exactly reproducible forrn.

Specifici~

By talking this way about my first concept of a gradient, I think you can see
that I have eliminated much of the distinction that might have existed between
vital statistics and health statistics. My second concept is the one of specificity.
More specific or cruder types of indexes can be used. For each purpose, there may
bean optimum point along the crude-to-specfic parameter.

For example, working in Pakistan on a population problem, we were trying
to develop indexes for measuring the @activeness of a family planning program
in lowering the birth rate, In sample household surveys, the crudest index
would be the number of births that had occurred over the total number of house-
holds. If there is a reasonably consistent average number of women who are
eligible to have births in a household, this crude index may be sufficient.

On the other hand, one could range from there through several steps of
increasing refinement until one arrived at the specificindex of the number of
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high-order births among the number of high-parity women. In Pakistan, we
were not quite sure, and still are not, at which optimum point the investment
would give the highest returns.

The more specific index is not necessarily better. Sometimes there may
be great value in crude approaches. A system of triage, which the U.S. Army
used, is one that we might use more than we do. The data or population would
be divided into definitely “yes,” definitely “no,” and others. This would @ve
clues to program priorities. The definitely “yes” permits focus on the high
risk, vulnerable, or more susceptible ones. The category of “other,” not definitely
“yes” or not definitely “no,” tells us where still to look, where to be less intensive
but still alert.

Another lew specific step than the triage is the concept of the th~e~hoJd,where
it becomes merely a matter of yes or no, above or below. For example, if one
merely measures all interrupted pregnancies without a finer breakdown as to dura-
tion of gestation, this would be an acceptance of the threshold concept.

Nevertheless, it may be that the desirable objective is to move toward the
ultimate goal of the highest possible specificity of completeness. If so, how can
this be done? This conference is giving attention this week to the re~stration
areas for divorces and marriages, which still have not completely covered this
country.

The registration area concept can be developed’ for many other things in
the years ahead. Beyond establishing minimum criteria for joining the registra-
tion area, how to develop adjustment coefficients for incompleteness in the area
is a major challenge. For example, with respect to unreported fetal deaths in
hospitals, sample studies of all hospital admissions aim at learning the total extent
of fetal deaths.

The third step in this extension of the registration area concept is to establish
preregistration adjustment coefficients in regions that have not yet joined the
registration area. The objective of these last two steps is to look into the future,
as Dr. Gehrig suggested, and see if the present inadequate data can in some way
be placed along a continuum together with the more complete data that one
hopes some day in the future to be able to obtain.

Adaptations and modifications of data in forms other than registration areas
constitute another alternative. A well-known example that is particularly fitting
in the international field is the method of trying to find gross clues to causes of
death in other ways th~ through routine reporting of all deaths. Through
nonmedical reporting on the nature of the death, the person who died with severe
fuhninating diarrhea is labeled cholera, the one who died with high fever and
chills is labeled malaria, and the person who died with severe cough and spitting
of blood is labeled tuberculosis. For many purposes, this might not be too far
off from data that would have been obtained by medical reporting in such parts
of the world.

I do not have time hereto talk about geographic specificity, but this in itself
is also a challenge. A commonly used unit in urban surveys is the city block.
But is a city block the most logical and homogeneous unit? This assumes that
the people on all four sides of the rectangle are related to each other across the
back fences, wherein it is much more likely that tiey relate to each other across
both sides of a street. Even this may be true only orJ.side streets. One side
of the boulevard is far removed from the other by streams of traffic. And per-
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haps with the development of the four-way stoplight, with the all-walk-all-red
sign, it may be the intersection that is the most appropriate place for focusing the
geographic unit.

Equivalence

My third concept is that of equivalence, which is another word for the
weighting of factors. With respect to mortality of premature babim, for example,
the survival chanc~ are most closely related to birth weight. Adjusting hospital
statistics with values based on survival chances among small premature as com-
pared with large premature would give more meaningful comparabtity in time
and place. The method is also applicable to evaluation of program effective-
=. For example, if there had been different rates of acceptance of immuni-
zation according to certain characteristics of the population, a campaign would
get more “credit” for succmful smallpox vaccinations among the more rmistant
groups than among the less =ctit ones.

Dynamism

The fourth concept I have c~ed dynamism, which focuses on mobility or
movement and is not in a judgmental sense the noun of the word “dynamic.”
I can use as an example of this the problem of taking a pregnancy life history.
With allowances for the notorious inaccuracy of the woman’s recall in retrospective
interviews, included in the pregnancy life history are such factors as parity, spac-
ing, age, complications, and others. These factors have been studied in progres-
sive degrees of sophistication: first, the single factor, whether it is parity or age
alone related to mortality; second, the combination of factors, age plus parity; and
third, the classification by groups of factors in a somewhat different way.

For example, if five women each had had four pregnancies, there could be
at least five different patterns to their pregnancy history, as fo~ows:

One woman had her births between the ages of 20 and 35 and fairly equally
spaced. This womm, we might say, had a reasonable starting age for her
pregnancies, regular spacing, and early completion.

The second woman had her four children between the agm of 20 and 26.
She had a reasonable starting age, close spacing, and early completion.

The third had her four children between 15 and 20. She had a very early
starting age, very close spacing, and very early completion of childbearing.

The fourth woman had her four children between 35 and 45. She had a
late starting age, close spacing, and late completion.

The last woman in my hypothetical series had her four children between the
ages of 20 and 45. She had a reasonable starting age, wide spacing, and very
late completion.

We have to develop new mathematical systems to handle data on such differ-
ent patterns. The stochastic model is one technique that is being used.

The reason I use the word “dynamism” is to try to remind ourselves that
it is not merely the last previous “episode” in a history that we are interested in—
such as the experience of the last previous pregnancy; or, if you are studying

poptiation mobility, the last place of residence; or, if you are studying mar.tiage
and divorce, it is not merely the last marriage-but the life history of each one of
these things in patterns of number of episodes, durations, intervals, age, and so
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I forth. This concept puts study populations into cohorts and presents another
challenge to improve longitudinal types of analysis.

TECHNOLOGY

I shall say a few words about technique-perhaps the more appropriate word
is technology, the application of newer technology to vital and health statistics.

One of the concepts of technique that I would like to emphasize is that of
surveillance. A health officer, for example, could select two maternity hospitals
ancl ask them to keep reporting on congenital malformations, just such a system
as the Pan American Health Organization is trying to organize throughout the
Americas. A health officer could have several active private practitioners report
regularly on the “disease of the week,” and he would quickly recognize that there
are diseases of the week that go through his community. The surveillance system
assumes the establishment of statistical thresholds of “acceptable” levels of acci-
dents, poisoning, or the diseases that are being monitored. - The idea of surveil-
lance is not new. Very few places, however, are practicing it in a statistically
sound manner.

We have given the best technology that we know how to the computerized
analysis of data; whereas, in many ways in the collection of the data in the first
place we are still in a horse-and-buggy era. Concentrated effort must aim to
introduce technology into data collection, over and beyond simple old fashioned
interviews, whether by telephone, or by mail, or personally.

. For example, in studies on pregnancy, we recognized the inadequacies of the
usual monthly recall of the woman’s experiences during her prenatal period and
established a maximum acceptable recall period of 1 day. This required inter-
viewing the woman every 24 hours. For this, we had to devise a question-asking
instrument which we put into her home. She answered the questions each day.
If she did not answer promptly, the instrument moved the paper so that there was
a blank, with no chance of her reporting delayed recall data. Such a device per-
mits moving the data quickly from the respondent to the computer.

For some years, we have tried unsuccessfully to have a central telephone
receiver which receives data from the respondents if they have the right kind of
attachment to their telephone. But I do not think it will be very long before there
will be “instant data” by the combination of such devices, the universal birth
number, and various types of record linkage.

I would like to add just one more suggestion on technology, and this is that of

dynamic visualization. A good many years ago I tried to encourage epidemiolo-
gists who were studying urban epidemics to set up their maps of a city with pinp-
oints of the new cmes each day or week, photograph the maps in time sequence,

and then put them onto motion picture film to see if we could visually identify ame-

boid or other movements of the epidemic which could not be analyzed mathe-
matically or captured in any other way.

Now we can be much more sophisticated than that. We can use the com-
puter to give us visual flow. Just as Times Square in New York has those big
electric signs with all kinds of moving figures on them, ,we ought to be able to com-
puterize our data so that we can sit in front of a viewing screen, see motion, and in
this way draw dynamic meaning from the material.
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Such a technique could measure many things. For example, in trying to
motivate a community or a society to a changed practice, we recognize that you do
not have to reach everyone-you do not have to reach 100 percent of them-but
you utilize “diffusion.” Those whom you reach spread the word to others. But
we do not know where the d3usion lines are. We do not know how to make the
seeding of the community so strategic that the most effective fines of diffusion will
be followed.

In the United States, it is paradoxical that despite the most advanced technol-
ogy there is need for adaptations which may be very similar to those that are nat-
urally called upon in underdeveloped parts of the world. We have complete regis-
tration areas for some things, but for others this country is still an incomplete or
underdeveloped registration area.

Some of these concepts that I have given you are obviously ready for appli-
cation; some of them are matters for research. I shall not try to distinguish be-
tween them, but let you decide how you are using them md how you might do so.

Dr. LINDER.I believe, Professor Wishik, that I would expr~ the opinion of
this audience if we were to bestow upon you the title of “explorer” and not merely
one who indulges in exploration.

We might even think it appropriate to wociate you as an explorer with Proj-
ect Mohole, which I believe is the proper name of the project that is under develop-
ment for drilling a hole many thousands of feet down into the earth’s crust. I think
we might associate you with this project, because your explorations have not been
just surface observations but have been comments in depth. You touched upon
fundamental concepts and fundamental principles that are indeed very profound
in reprmenting what we should do in the field of vital and health statistics.

Another area for exploration and adventure is opening up in the field of scien-
Mc information systems. Here, when we talk about scientfic information or
scientific communication, we are not talking about public relations systems in the
conventional meaning of those words; but we are talking about the question of how
the enormous quantity of scientic information which has developed in the research
programs of the health fraternity is effectively communicated to people who are
not immediately concerned with each individual project. And this question of
scientific communication has become so important and so demanding of a solution,
if we are to gain the f~ product from the investment that is being made in re-
search, that the Surgeon General has appointed Dr. Kelsey as a special assistmt to
his office to explore the problems and to encourage programs and practices which
relate to the exchange of scienfic information.

We have Dr. F. Ellis KeIsey with us this morning to tell us something of this
program of scientific information systems and, particularly, how it relates to health
statistics as a part of that program.
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I Information Systems for
Tomorrow’s Health Programs

Dr. F. Ellis KeIsey,* Special Asstitant to the Surgeon General for

Scientific Information, U.S. Public Health Service

The general theme of this opening session is “Today and Tomorrow in
Public Health.” My topic was given to me as “Information Systems for Tomorr-
ow’s Health Programs.”

One particular aspect of this seems to bubble up at every discu~ion. I
refer to the need for information about what k happening, medically speaking,
to individuals or to particular groups of individual-those who smoke, those who

use prenatal care services, those who are over 65, and so on. In theory at
least, full use of modern methods of handling information should make possible a
kind of health intelligence system, or continuing health census, which would allow

for getting answers to these kinds of questions, answers which are vital for eficient

health systems planning and development as well as for good personal health
services.

. As Dr. Gehrig emphasized, health care services, facilities, resources, and

personnel are all in short supply today. Three action courses suggest themselves:

1. Reduce the demand for health services by promoting good health through
preventive medicine and earlier diagnosis.

2. Duplicate and reduplicate the kinds of facilities and resources, including

personnel, that we have today.

3. Finally, increase tie effective supply of health services by figuring out more
efficient ways and means for using the available f aci.lities and resources

through increased productivity.

AII three action courses must be pursued to the limit if we are to match

demand with supply. But it is the third, increased productivity, that I com-

mend for your attention today. Visualize, if you will, the kind of an information
collection or bank I mentioned a moment ago—a total information bank, con-
taining the vital statistics and previous medical history of all U.S. residents, in

full detail, and with a capability, almost certainly computer-based, for answer-

ing both general and specific questions reliably, fully, and promptly.
Such a national raource

would :
—

*Deceased, November 15, 1966.

would have three major kinds of benefits. It
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1. Provide a kind of research tool for uncovering new patterns of events. Such
is now possible ody by setting up very expensive ad hoc surveys, and we
usually seem to forget to collect data on what later turns out to be a
critical parameter.

2. Permit better medical care through more informed judgme~ts of physicians
m they are confronted with the problem-solving situation each patient
represents.

3. Provide selectively the precise factual information needed by all professional
health workers to help them learn to solve each of their workaday prob-
lems. Thus, a sufficient medical information system would give us a
trdy effective device for undergraduate, graduate, and continuing edu-
cation for all of the health professions.

I referred to this information file as a bank. With this, as with all banks,
we can get out ordy what we put in it. And so we come to the first trap.

This next section of my presentation might be entitled “The Payoff Func-
tion” or “What’s in It for Me?”

The acronym GIGO—garbage-in-garbage-out-k a short phrase to remind
us that computem are not data-purifiers but only idiots which remember every-
thing, even wrong things. And so we must consider the counterfeit currency
that will be deposited in the bank.

Reliable, adequate, and prompt input and how to accomplish it. Here we
can lem a lesson from the Social Security Administration. Its system depends
heavily on fast death notices. Otherwise, the benefit checks continue to be issued;
and checks once issued are likely to be cashed. But the Nation’s undertakereor
rather morticians-are very prompt to notify the SSA of individual deaths.
Their burial fees are often at stake. This is their payoff.

Health information system inputs. The patient has an obvious stake fn
having his pemonal health history always accessible to his physician, including
his physician-of-the-moment. The physician has an obvious stake in having
a reliable and substantial record of his patient’s medical history rapidly available
to help him in his diagnosis and choice of therapy decisionmaking. The hospital
has an obvious stake in having a good medical record system for its patients, both
for more efficient individual patient care and as a source of summary statistics
about what is going on in that hospital. The Government-Federal, State, and
local-has an obvious stake in quick reliable analyses of the state of diseaw and
the quality, quantity, and use of medical care systems, facilities, and resources,
including personnel. It is a much more obvious stake as a result of recent con-

grmiond acceptance of public responsibility for seeing to it that, altogether, our

health care systems meet the continually rising expectations of all of the public.
Thus, there are payoff benefits for all concerned.

I mentioned earlier that such a national health data bank would almost
certairdy be computer-based. This next section might well be entitled “Render
Unto Camar That Which Is Caesar’s” or “Let’s Exploit Machinw Rather Than
People,” the use of machines in place of musctiar energy, both *al and

human.

The information revolution in which we now find ourselves may well have
a ~eater impact on human m+a.nd human satisfactio~than the Indw
trial Revolution. Modern information technology is the invention that hm given
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tie to a host of new necessities, including the general demand for better health
care and for hetter health information systems. We hear, more and more often,
plaintive and highly derogatory comptions between our health information

I systems and the airlines’ ticket reservation system or the Internal Revenue Serv-
ice’s uncanny ability to keep track of our income.

Automation of various parts of our health care and health information
systems is now old hat. You- are familiar, I am sure, with many of these. As
one example, the National Library of Medicine has begun to apply these modern
tools for the production of Index Medicus and for its biweekly Current Catalog.
These applications are important in themselves, but they are even more important
because of the new Literature searching services that the automated file of de-
scriptors and biblio~aphic data make possible. From here it is a relatively short
step to highly personalized search services which will have the effect of a very
large number of personal se~ant librarians searching through the literature for
you and bringing you just the right articlm, reports, and reviews.

The Food and Drug Administration is well along the road to providing a
computer-based mechanism for the rapid exposure of new information about

drug hazards through its adverse drug reaction reporting program. The major
problem remaining here is the qutity, and nonrepresentativen~s, of the input
data.

The Kaiser-Permanente group offers concrete evidences of boti economic

and technical feasibility for the systematic automation of medical information
handIing. Briefly, this is breed on a facility for gathering a wide variety of medi-
cal data from individual medical outpatients, before they ever see the physician.
Automation is heavily relied on, not only to decrease costs but also, since a goodly

part of the examination is on-he with the computer, to direct certain modifica-
tions in the routine of the examinations according to the results being obtained.
The computer is also used to prepare a succinct, readable report to the physician

the first time he is confronted with the patient. As a r~ult, the physician time
required for each patient is only 15 minutes and no followup appointment is nec-
essary with half of the patients. In addition, the computer is so instructed that
it flaw those clear and present medicd conditions which require immediate at-

tendance by the physician.
This system is providing for the accumulation of very large amounts of

personal medical data on over 40,000 individu& each year: A ~arefuUy struc-

tured 10-year evaluation program is now in its second year. We can look forward
with confidence to substantive answers to many pertinent questions of a cost-
benefit nature, answers which will take the place of the present ,guNes or hopes

we are now forced to resort to in medical care system planning and d~igning.

The automated hospital information system developed at the Children’s
Hospital of Akron, Ohio, offers evidences now that automation costs for hospital
information systems can be controlled. The M~achusetts General Hospital

project is impressive in a technical sense. We have, in fact, remote confioles for
both input and output, on-line systems for simtitaneous access to the computer

by mmy users, optical readers, and photocomposition devices, along with some
very sophisticated computer instruction programs. In addition to the applica-

tionsI have mentioned, there are many other such projects underway; each ha
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its own special accent, but a.Itogether they offer an impressive glimmering of the
future.

These glimmerings are not going unnoticed. The President has made clear
charge to the Depa~ent of Health, Education, and Welfare for the fun-scale
development of new technology, systems, and concepts in the provision of heaIth
services.

The Report of the National Commission on Technology, Automation, and
Economic Progress said:

The tasks that lie ahead include not only the implementation of the
programs recently p=ed, but a broader effort to achieve the following
goals: (1) fuUer access to diagnostic and patient care facilities by all
groups in the population; (2) broader and bolder use of the computer
and other new health technologies; (3) increased spread and use of
health statistics, information, and indices; and (4) new programs for
training health manpower.

So far I have oufined the heart of a total health information system, men-
tioned some of the projects which are developing a deeper understanding of the
component subsystems, listed some of the finds of benefits that will come from
such a total system, and indicated the general intent to push ahead in this

important area.
Now, we come to a section that might be caUed “HOW Do We Get From

Here to There?” Two roadways seem to be open to the Public Health Service.
The first of these is to continue to support Research and Development projects
and programs in information handling that originate from the need to do some-
thing about a particular situation, to help us cope with an immediate problem.
Examples of these might be cited: “What are we going to do with this pile of
medical records?’ “ How can we keep down the costs in our hospital or, at lemt,
keep them from rising so fast?’ “What can we do about the underutilization of
these health facilities?’ “ How can we reduce the paper work for our nurses?”
“HOW can we reduce medication emors in this hospital?’ “What is the real need
for more intensive care units in this locality?”

For the most part these represent short-tern decisions in that they involve the
more efficient allocation of existing resources or, at best, the making of marginal

changw in them. Eventually, solutions to these kinds of problems will result in

an efficient overall system; in the language of operations research or systems anal-
ysis, this is the optimization of subsystems approach. We can quite easily con-
tinue to support the development and wider use of the Kaiser-Permanence kind

of automation and hope to gain, ultimately, the larger benefits that can come
from hooking these subsystems together.

The second roadway to the future is to hook together now the present medi-
cal data banks of vital statistics and add personal health historim in depth. Thus,

we could construct the hti of a total health information system and get the
answers we need—reliably, ftiy, and quickly.

Costs, in time and in money, would be substantial. A preliminary concep-
tual analysis and system design, with certain arbitraq but reasonable assumptions
and constraints and considered for a 1()-year phasing period each year, would
include amortization of setup costsand the cost of Obttining and coding a core
medicd history for the entire population.
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A preliminwy study, now in proces, is beginning to structure an outline of
the major benefits to be expected from a total system. Briefly, these include:

1. Timely statistical analyses and reviews which would have an important bear-
ing on epidemiological warnings.

2. Early warnings on the adverse effects of drug therapy and identification of
favorable therapies. The computer would compare the proposed therapy
with the statistical successes and dangers of alternative therapies. Several
or many therapies could be compared.

3. Furthering the progress of a computer-aided, dia~ostic capability, providing

the physicim with the most up-to-date summation of medical information,
bofi new and old.

4. A vital resource for a superior advisory service to each physician, including a
drug advisory service. Information would be provided in a rapid man-
ner, using latest computer advances.

5. A controlled refinement of the statistical validity and comprehensivenew

data used for testing new drugs.

6. A timely and reliable fund of comprehensive data for many other areas
research.

7. The application of the ultimate test of any health care system, facility, surgical
procedure, drug, preventive care, or other function. That test requires
the timely and reliable answer to the question, “How did it affect the pa-

tient, the individual?” To apply this measurement, on a nationwide

basis, some sort of national health data bank is ~ential.

But, again, how would we get from here to there, along this second road-
way to the future? Characteristically, the truly big systems development differs

from the ordinary situations in the size of possible mistakes and the consequences
of poor planning.

AU of which reminds me of my favorite computer story—the one where the
observer, having observed a computer in action, said, “It would take 100 men

a thousand years to make that big a mistake.”
However, a step-by-step approach may be possible, at least in the planning

and testing phases. We have the framework for the system now in our vital sta-

tistics collections. We can add slowly to this such kinds of information about
each U.S. resident as can be justified in and of themselves, for thought-through

purposes only. Experiences at Tulane, to emphasize this point, clearly identify

situations where clinical history and physical examination data sit unused even

though they be highly available.
Even before this growth-by-accretion is undertaken, I suspect there would

be great profit in a more intensive application of modern methods for statewide
or nationwide collections of plain old vital statistics, for learning from and perhaps
sharing with the SSA data system. I am not sure, however, that the actual implem-

entation of these various improvements should be step by step. Certainly the
planning must be. But the setting-up COSNfor each step toward a large system
may prove to be too high unless they can be proportioned against multiple benefits.

We can take no little steps, nor can we take long jumps without planning and
practice.

of
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But for purely scientic and medical reasons, a computer-based file of the
medicd records of all U.S. residents is, I think, inevitable. The question is not
shall we have it or even when, but how.

To repeat, very big systems, such as the one described here, can come into
being by hooking well-developed smaller subsystems together or by setting up a
single big system of low capability and gradually extending its depth of operation.
This second, big-system-fist roadway to the future has the advantages and disad-
vantages that usually accompany long-range decisions, those that call for a dis-
crete jump in getting from here to there in developing resourcm and systems to
cope with tomorrow’s problems. But this long-range approach tends to give shape
to tie future, as opposed to just responding to it. Further, it requires a high
de~ee of both expressive and instrumental leadership, a phrase which, I hope,
will describe the Public Health Service with increasing aptness in the years which
lie ahead.

In conclusion, I will list three means by which we might expect to bring
about improvements in our systems for handling the country’s vital and health
statistics. Foremost among these is an effort to increase the range of usefuh~
of vital and health statistics. This is another way of exprewing the need to focus
more sharply on the payoff functions.

Second are the opportunities that lie before us if we can draw on and build
on the data collections and experiences of the SSA systems and those of certain
other Government agencies.

Finally, it seems probable that a centralized but distributed system, founded
on an interconnected series of 50 statewide files, would be the most practical solu-
tion of the organization, responsibility, and authority problems. Standardization
complexities remain with us, of course. These may have been overemphasized;
I am told of new approachti to the electronic handling of data which may let us,
increasingly in the future, render unto the machine that which is the machine’s,
releasing much of our skilled profession~ time for those things that only they can
do. This is, potentially, the biggest payoff function of all.

, The last sad ad~lon or confession: Scientific information technology is
unfortunately not the whole story. We must pay more attention to the trap which
is best exempMed by the remark of the farmer when he was offered new informa-
tion about farrnin g by the county agent. He said, “Heck, I ain’t farming half as
good as I know how to now.”

Dr. LINDER.It may be, Dr. Kelsey, that we are not farrnin g as good as we
already know how to fare. But in spite of that, we are going to get more infor-
mation out of our compute= on what to do about it.

In your remarks you have touched upon a whole range of computer prob-
lems, and I think the people here have noticed that we have a workshop on auto-
matic data proc&g through which we are going to work a little more on some

of these same types of questions.

Ova the years I have had many types of contact with the problems of data
processing, and I have noticed some people have a knack for data proc=ing; some
people do not. It has always seemed to me that this ability to cope with data proc-

=ing problems is something of an art; but I feel that if we really work on it, this
art of data proc~sing can be made into a science of data processing. And I have
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1,
been waiting for some leader to come along who can express the basic elements of

I
these processes and convert the elements of this art to a science.

I was looking the other day at some of the papen that have been prepared
for these workshops. I noticed in the papers relating to the workshop on auto-
matic data processing that they are beginning to be filled up with all sorts of charts
and diagrams and systems outlines. And this led me to begin to hope that the
advent of the computer will be the sdmulus that we have been waiting for and
which will be adequate to convert the whole field to a real scientific efFort, rather
than just an artistic effort.

We have mentioned several times this morning that the keynote of the future
in health pro~ams is going to be that of planning. For this reason, we are very
fortunate to have with us as our next discuxant Mr. Allen Pond, who is the k
sistant Surgeon General for Plans.

I happen to know that Mr. Pond knows how to plan. We could cite many
examples of the foresight that he h= used in the Public Health Service in the plan-
ning area. Everybody now is very much concerned about health resources and
health manpower and health facilities. Everybody is aware now that this is one
of the critical problems of the coming months and years. Yet it was more than
a year ago, I believe, that Mr. Pond wrote a memorandum to the National Center
for Health Statistics in which he said that he could foresee that in the future this
problem of health r~ources was going to be important and we had better start
developing a program to cope with it.

It is this ability to look a little into the future that is one of the essential pre-
requisites of planning, and Mr. Pond recognizes the role fiat statistics have to play
in this.

Mr. Pond also has another thing in common with many of us. He came
into the health field from one of the related professions, having started out in engi-
neering. With tiis engineering background, Mr. Pond, in common with statis-
ticians, is used to thinking in qtiantitative terms. He is a mathematician, he likes
to see figures, he likes to see facts put down in a precise manner. So we have a
common feeling for these matters with the Assistant Surgeon General for Plans.

Mr. Pond did start out in the engineering field, but for many years now he
has been actively engaged in public health aspects and has been a prolific writer
of papers on many poinfi of public health, sanitation, the hygiene of housing, and
related questions.

This morning Mr. Pond w~l talk to us about resource statistics, the problems
of health manpower and facilities.

23



Resource Statistics–Health
Manpower and Facilities

Mr. M. Allen Pond, Asshtant Surgeon General for Plans, U.S. Public

Health Service

I think the proudest moment in my life was when I convinced Secretary Fol-
som in 1957 on the legislation which setup the National Health Survey part of the
administration’s program; that is the ordy real planning that I have ever done.

We in the United States are well into the geometric growth phase of the pub-
lic interest in health. In my own professional lifetime of 30 years, our public and

private expenditures for health and medical care have increased from about $3
billion to over $38 billion annually. Until 1957, however, both the grow na-
tional product and health expenditures grew at about the same pace. Since then,
health expenditure have increased steadily at a far faster rate than the economic

growth rate of the country. During the last decade, the ratio of health expendi-

tures to the gross national product has risen from 4.7 to about 6 percent, a propor-
tionate gain of about 25 pmcent.

Data like these ob~ously have influenced the previous speakers on this pro-

gram who have pointed out that there is a shortage of health manpower and facili-

ties. We are trying to provide more of each. They have noted that some of the
work in the field of health, previously performed by people, is being turned over to
machines. The question is: ccWhat else can we do?’

One fact is certain: There will be no cut in health programs. Quite the con-
trary. Every one of us here knows that medicare; comprehensive health planning;
regional programs for heart disease, cancer, and stroke; better maternal and infant

care; improved control of environmental hazards; and all the rest will not complete

the inventory of our national health effort. I doubt that our inventory will be
completed a century hence.

Clearly, we are just beginning to undertake new and far-reaching proposals
for improving the country’s health. After the fundamental need for food and
shelter haz begun to be satisfied, people all over the world seek better health. Ap-

parently this is a universal and insatiable need.

It is my purpme here today to enlist your help in thinkiig through the maze
that confronts all of us who have chosen to make our way in the field of health.

What can we do, beyond what has already been discussed, to improve the
health of the American people? I think we can do two additional things, and to
do them we shall need to do a third:
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1. We can help redefine and rearrange and improve the contributions made by the
many health occupations as they seek to provide the end product—better
health for each of us.

2. We can plan our health efforts as a whole more effectively.

3. To do these things, we need more solid, more detailed health statistics, and we
need them promptly.

Essentially, I will talk about three interrelated points: (1) The need for
\ more—and better-analysis of functions; leading to (2) better teamwork than now

prevails among the workers in the health vineyard; based upon (3) much more
delegation of responsibility.

We need to rethii the activities of doctors, nurses, health technicians, and
related health occupations. As the Surgeon General noted at the White House
Conference on Health last November, “Relatively little is known about what
today’s health workers actually do; how they spend their time, to what extent they
make fu~ use of the training they receive.”

Almost every health function deserves job analysis in terms of present needs
and present possibilities. But to perform such analyses would require much more
information about most of the occupations than we now have. If we had this
information, we would be better able to develop sequences of health occupations
into natural career ladders, up which many who begin on lower rungs might reason-
ably hope to climb.

Look, if you will, at the implications of one set of statistics. In the United
States, the infant death rate is around 25 deaths annually per 1,000 live births.
In the Netherlands, it is about 16. There are numerous dfierences in the two

situations, of course, One that my statistician friends talk about is that a pre~ant
woman in the Netherlands is entitled to 9 visits by a paramedical aide during her
pregnancy, followed by 12 ~Its on the child over the ensuing year. If these
paramedical people note something suspicious, the problem is referred to more

expert personnel. Obviously, this saves time for the doctor. It may also save
children’s lives. Do we know whether this latter is a fact?

Basic to improving the health team is the need for more facts. Who actually
is doing what, and with what effect? Who with lesser training might be doing
some of tie procedures that are now in the hands of people trained to accomplish
more difficdt tasks? What combinations of activities will employ the least health

manpower to accomplish a given task successfu~y, in terms of s~-hours that must

have been invested in the health team? I am not thinking of mere tirne-and-
motion studies, but of the integration of effort to attak the maximum benefit for
the least expenditure of scarce resources.

This integration of effort leads directly to the delegation of responsibility.
Here is an area which shows some promise in delivering an immediate benefit.

Delegatig responsibility implies improving the abilites of everyone on the
organizational ladder, Sometimes it can be accomplished by dividing tasks, so

that portions that demand less training, skill, or experience are performed by one
or more persons farther down the scale.

Let me cite m example of some thinking in the Public Health Service with

respect to stretching the availability of dental services. Present projections of
population growth and output of dental schoolsindicate that the number of dentists
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per unit of population will continue to decrease at least until 1980. Even though

there hm been a significant national effort to increase the capacity for dental edu-

cation, the projections continue to point to increasing shortages. As a result, the

Service is supporting research and demonstrations on the utilization of various

types of assistants to spread the professional skilI of the graduate dentist and to
minimize his involvement in the kinds of work which can be done just as well by
others less well-trained. Thus, we may hope for an absolute increase in the
amount of dental service that can be provided in the United States at the same time

that the ratio of dentists to population decremes.
There are those who believe that the computer (or a good information system)

can take over many of the treks that too many professionals are now laboriously

performing. But few of us are ready to delegate to a computer the responsibility
for developing a health program. If we knew absolutely everything that should
go into such a program and had a computer large enough to take all this informa-
tion, along with experts to get it into the machine, such a project might be worth

considering. However, framing a satisfactory health program either for the indi-
vidual or for a community is the job of professionals. It is a job in which we must
mde use of au me~bers of the health team, including specialists and social agen-
cies that can help. It is a job that requires knowledge of the patient as a whole
man. In the words, of the Na~onrd Commission on Community Health Services:

His (the physician’s) concern will be for the patient as a whole, and
his relationship with the patient must be a continuing one. In order to

carry out his coordinating role, it is essential that all pertinent health infor-
mation be channeled tiough him. . . . He wi.1.lhave knowledge of and
access to all the health resources of the community . . . and will mobfize

them for the patient.

Let me turn to our need to plan our health efforts more effectively. I am

now thinking of entire programs and groups of programs. While my comments

are largely in Federal terms, what I shall be saying is applicable to State md local

programs and to both the public and private sectors of our economy.
Federal budgeti traditionally have shown how much it was proposed to spend

for personnel, construction, travel, etc.j with the figures distributed into broadly

indentied activities or programs. Such budgets often reach department heads,
in the words of one critic, “with objectives unclear, likely benefits vague, costs

uncertain, alternatives lacking, and little indication of the long-term commitments.”

The executive branch is now trying to remedy this weakness. Our Depart-
ment, along with others, is preparing materials to be used as a basis for 5-yeax
program memoranda. Major se~ents of our programs have been identfied
for more definite analysis, so that planners will work in terms of range oi possi-

bilities. In this exercise we also will be trying to awess cost eff ectivenew.
We know, for example, that health manpower and health facilities are now

in short SUpply. We can predict that shortages are likely to increase. But
we do not know exactly what is lacking. We do not even know what our
resources are in adequate detail. We lack data on the characteristic of physicians;
for example, their exact distribution, what they are doing, with whom they are

working, how fast each kind or type is being produced, and so on.
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i There is a similar lack 01 detailed factual in-formation about health facilities
I and services-about out-patient clinics, maternity wards, community health cen-
( ters, long-term care facilities, home health services, and the like. Yet these are the

data that provide the bmis for modern health budgeting.
State and local health departments can confidently expect that this new kind

of budgeting wiU increasingly be used in relation to their activities. Stemming
from systems analysis, among its basic ingredients are relating inputs (as costs, man-
power, facilities) to outputs (benefits); development of alternatives, with little
respect during the analysis for jurisdictional boundaries; arrangement of possi-

bflties by progressive steps, wherever possible, and quantification throughout,

rather than spottily.
Cost effectiveness in the health field k a comparatively new concept. It

had little acceptance when the National Health Sumey came into being. But

the Public Health Service was looking in the same general direction, even that
early, in feeling that new baseline data were needed in public health. The con-
viction has grown since then, as the continued stabilization of the country’s death
rate diminished its value as a measure of the country’s health. The death rate

has varied irregularly ordy between 9.2 and 9.6 per 1,000 pop~ation during,
the last decade and a half. Even the age-adjusted death rate is now similarly
stable, so that the health impact of the country’s progressive aging also has passed

beyond discriminating measurement by this statistic. Of course, there are specfic
death rates that tell far from monotonous stories.

Since its inception, the National Center for Health Statistics has been develop-
ing baseline morbidity data to use in measuring health goals and achievements.

Program planners and program managers throughout our. Department and
elsewhere look to the Center for accurate current data on all important general
types of health raources and activities.

Interest in such data is a major concern of this Administration. President
Johnson, in his March 1, 1966, Special Message to the Con~ess on’ Health and
Education, referred to the Department of Health, Education, and Welfare as
the “Department of the People” because of its “continuing concern for the social

well-being of our people.” He added:

To improve our ability to chart our progress, I have asked the Secre-
tary to establish within his Office the rtiources to develop the necessary
social statistics and indicators to supplement those prepared by the Bureau
of Labor Statistics and the Council of, Economic Advisors. Wit,h these
yardsticks, we can better measure the distance we have come and plan for
the way ahead.

What is your role in all of this? Let me offer a suggestion for your considera-

tion. The sampling frame and methodology that the National Center for Health
Statistics has developed for obtaining measures of the Nation’s health me some-

thing that geo~aphical areas could accept as standard and use to obtain similar
health measures for their own needs. Might we not look forward, in the near

future, to States joining each other to form a health-statistics area? You have
registration areas for births, deaths, marriages, divorces. Why not a health-

statistics area composed of jurisdictions that meet standards estabfihed by the
National Center for Health Sta&tics?
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Pending legislation recommended by the President to overhaul our Public
Health Service system of grants-in-aid to the States would, I believe, be helpful
in making funds available for such projects. However, it will require initiative
on the part of the health statistics community to organize programs.

I realize there would be difFicultia, but two things would be in favor of the
possibfity. On the one hand, we have the powerful tml of sampling. On the
other, we already have genera.I national health statistics in the data being published
by the Center. Thus, we have both a method that could be similarly appIied
everywhere and national valu~ against which local values could be assessed.
When the death registration area was in procew of formation, there were no real
national figur~. The reversed situation with respect to health statistics could be
a benefit.

Hawaii and Puerto Rico have already collected health statistics similar to-
and on patterns compatible with-those used by the National Center for Health
Statistics. In a sense, they are already members of health-statistics areas like those
I am suggesting. Other areas could qualify by confofig to the standard~
States, groups of Stat=, cities, counties, regions. The data gathered from these
areas wotid be directly comparable with the national figures and with each other,
permitting fruitful comparisons and coordination of efforts.

In closing, I am confident that we have now entered into a golden age of

public heaIth. As public interest in our work increasa, we will be. called upon
more and more to produce. As expenditure for health grow, we w~ be chal-
lenged to measure the r~tits of our efforts much more precisely than ever before.
And we will have to perform adequately with predictably limited resources.

I am optimistic enough to believe that we in the field of public health will
not be found wanting.

Dr. LINDER.Thank you, Mr. Pond. I think you will agree that the re-
marks I made about Mr. Pond’s ability to look ahead and plan were correct, be-
cause he has pointed out several things in the future to which we might give some
consideration.

Partictiarly, I noted his last remark that perhaps the time hm come to begin
to think of something like the death registration area—but for the broader field
of health statistia.

It has now been 10 years since Mr. Pond’s planning when he persuaded
Secretary Folsom to put the National Health Survey Act in the legislative pro-
gram of 1956. Perhaps you do not realize that July 3 will be the 10th anniver-
sary of the signing of tie National Health Survey Act. So by the end of the
month, we wilI be celebrating our 10th anniversary. And it has now been a
little over 5 years since the National Center for Health Statistics was established
in the Public Health Service.

So perhaps it is time to start thinking about developing a goal, a “registra-
tion mea,” or a concept of a pro~am of some kind which would stimulate the

development of centers of this kind in the State offices.

As I have said, the National Center has been established for over 5 years and,
I believe, has been succeasfti in meeting a.wide range of needs within the Public
Health Service and in a br,oader clientele within the health professions. I guess

I have been a little disappointed that ~ this5- or G-year he not a single State
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hm followed this example by setting up a State center for health statistics. And
this is something b which I think maybe we shodd give a little thought. Is there
an appropriate pattern for a State center for health statistics that would be useful
and serve m imprtant need? If some definition or concept of such a State
center could be established,tha perhaps we could findsome way to have resources
funneled into such State centers. This might be what Mr. Pond is suggating
whine we would have a sort of “registration area” for health statistim in its
broadest ~

I am going to continue to think about this challenging idea a little bit and
seeif we can do a little advance planning on this, tm.
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SECOND
GENERAL
SESSION

Presiding
Mr. Theodore D. Woolsey, Deputy Director, National Center for
Health Statistics, U.S. Public Health Service

Welcome to the Second General Session of the Public Health Conference on
Records and Statistics.

I will at this time introduce only one of tie people on the platform, the others
will be introduced as they speak. But I wanted those very few of you who do not
yet know him to meet Dr. Franklin D. Yoder, who has been director of the Illinois
Department of Public Health since 1961.

Dr. Yoder is here as Iiaison to the Conference from the Association of State
and Tefitotial Health Officers. He is a past president of ASTHO and is pres-
ently chairma of the ASTHO Health Services Administration Committee. We
are very glad to have Dr. Yoder here, and at the end of this program we hope to
have a few commen~ from him about his thoughts and reactions to the conference
so far. This is always ,of pardcular interest to us and it h- been a custom in the

~ pa at the Public Health Conference.
This is tie fit time that the Public Health Conference on Records and Sta-

tistics has had a general sessionon medical care statistics. I am particularly de-
lighted to pr~de at this smion, because the subject of this morning’s talks is of
particdar interat to me.

I think that the reasons for electing to have this session at Wls time are really
quite obvious, but I wotid like to revim them very briefly. As you have
undoubtedly become aware from the opening sesion and at the various workshops,
both the Federal Government and the Stat= are rapidly becoming deeply involved
in pro~ams of medical care, in the effort to improve the system of providing medi-
cal care to all the people.

Consequently, there is an exploding demand for hard data on the system and
how it is working, where it is going, where the problem arem are, research restits
on how to make it work better, and the evaluation of the result of the new
programs.

As statisticians, I feel it is our duty to keep abreast of the developments in this
area, discover where the data needs are, and construct data collection systems or
help design studies to provide what is needed. Furthermore, we have to coordi-
nate our efforts, exchange our experiences, and plan together. And there is a
sense of urgency shut this.

Medicare is about to go into operation, but the fd impact of that legislation
on medicd care will not be felt until all of its titles are activated. Senate bill 3008,
the comprehensive health pltig bill, is on the horizon and again will make new
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demands upon statisticians for providing statistics to.feed into the planning opera-
tion in the area of medicd care.

The Public Health Conference on Records and Statistics presents us with a
particdarly fine opportunity to discuss some of thtie matters. First, because of the
presence of so many statisticians from State health departments who will be called
upon in this tiort. Second, because of the proximity of people who are knowl-
edgeable about the new legislation. And third, because of the flexibility of our

charter which permib us to call upon all kinds of experts from universities, volun-
tary health agencies, and others throughout the country to come and join
these sessions.

You will note from the program that yesterday’s sessions included a Workshop
on Health Manpower Statistics, and Medical Care Statistics Workshops will be
held today and tomorrow. The large number of people who elected to attend
these workshops is certainly indicative of growing interest. There are also two
sessions dealing with health statistics in metropolitan areas and several other work-
shops which have a bearing on this subject.

A find reason why the Pubfic Health Conference seems to be a suitable place
for discussing this matter of medicd care statistics is that I feel there is an important
need to strengthen the impartial State, local, and Federal statistical agencies, which
exist to provide hard data for the plannem. I think that the si~ficance of strong
independent units which can develop the facilities and the skills for collecting and
analyzing this sort of information is very great, and these are the kinds of grOUpS
which are represented at the conference each time it meets.

This morning we shall hem from four people who are deeply involved in the
businm of medical care and medical care statistics. Our purpose in inviting these
experts to talk here is to give you an opportunity to hear about some of the ideas
and activities in the mainstream of medicd care so that, as statisticians, we may
better sense the urgency and better plm our own response to the challenge of com-
prehensive medicd care statistics.

The first speaker is a real statesman in the field of medical care research, and
a man who, in the time that I have been acquainted with him, has developed an
enormously broad vision in this field. I would not call him a visionary-a man
with broad vision, but not a visionary.

He graduated from Yale Unive~ity School of Public Health in 1941. He has
been =ktant professor of medicine and preventive medicine, University of North
Carolina, and profewr and chairman of the Department of Epidemiology, Medi-
cal College of Vermont in Burlington. He is now the director of the division of
medical care and hospitals in the School of Hygiene and Public Health at Johns
Hopkins.

Dr. Kerr White will speak to us on the subject of “Medical Care Statistics and
the Health Services System.”
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~Medical Care Statistics and the
Health Services System

Dr. Kerr L. White, Director, Division of Medical Care and Hosjitals,

School of Hygiene and Public Health, The Johns Hopkins University

The notion that a physician whose earlier responsibilities were largely clinical
would have the temerity to suggest to a group of statisticians what they should do
may seem strange, but it is not new. Surely, the precedent was set by the physi-
cian who founded the field of vitaI statistics, William Farr. However, not even
Farr can take cre~t for asking the first important question in vital statistics.
When. the English Government introduced the Registration bill in 1839, not as a
new. form of social arithmetic but as a means of relieving nonconformists of the
remains of Anglican privilege (that is, the Church registration of births, marriages,
and deaths ), it was proposed to record only the event of death. It took a lawyer,
Edwin Chadwick, the founder of the public health movement, to see that this
exercise was without redeeming social, scientific, or medical metit, and he insisted
that the record also indicate the cause of death. How else, he asked, could one
know how to direct efforts at improving the health of the people (1)?.

When it comes to medicd care, however, statisticians, lawyers, and physicians
have to acknowledge the perceptiveness, courage, and perseverance of a nurse.
Florence Nightingale roundly condemned the hospital statistics available in her
time &d asserted that it was virtually impossible to deduce anything from them
with respect to the relative merits of different hospitals. In general, the charge is
still true; for example, -age-specific, case-fatality rates by diagnosis are not available
for U.S. hospitals. There are, I believe, about 10 countries which do have such
information.

To overcome deficiencia of this kind, Florence Nightingale proposed a un.i-
fo& reporting system for all London hospitals (2). She wrote to William Farr,
“Could you give me a (table of mortality of the various) London hospitals, for
;such a number of years as would enable a generaI life table of the London hmpitals
to be cdculated. It would tell very much if we could show that each hospital had
it own life-risk.” On another occasion she wrote with respect to the science of

statistics that, “upon it depends the practical application of every other (science)
and of every art; (it is ) the one science essential to all political and social adminis-
tration, all education, and organization based on experience, for it only gives exact
restits of our experience.”(3)

M that was said over 100 years ago. Someone has said that it takes 50
years for a new idea to catch on. Not ody is the 50 years up, but it has been up
twice. Better objective information, that is, statistics, about the effectiveness and
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efficiency with which medical care services are provided in response to
health problems, is indeed long overdue. Tfis is tile problem to which I

addr~ myself in this paper.

specific
wish to

The Ilealth Services System consumes, costs, or spends, depending on one’s
point of view, over $40 billion a year. Some $600 million is spent on biomedical
research, but only about $20 million is spent on research and information designed
to shed light on the workings of the Health Services System. I submit that these
relationships are inappropriate; a larger proportion of the health semices budget
should be allocated to objective study of its operations at all levels.

The Health Services System can be regarded as one of the ~eat service sys-
tems or industries of society, like transportation, communications, defense, inn-
keeping, and the church. All have objectives, some more clearly defined than
others; they all accept the need for accountability in terms of private satisfactions
and/or public records. If the national pool of health personnel, facilities, knowl-
edge, and finances is regarded as a major national resource to which our socie~
devotes about 6 percent of its annual gross national product, surely the consume~
are entitled to know a good deal more than they do now about the extent to which
the objectivw of this system are in fact achieved at the national, State, and local
levels. The information on which aI1of the other great service systems base their
decisions is without doubt a great deal more sophisticated than that used by the
health services industry. Where resources are scarce and the needs are great, it
is essential to introduce improvement in the information available on which to

“ base critical decisions.
By medical care, I mean personal health services. In the field of health,

there are two broad areas: environmental health services and personal health serv-
ices. By personal health services, I mean virtually all health services other tian
the environmental health services. Specifically, I mean those things done to and
for all individuals who requmt or require health services provided by doctors,
nurses, and dentists, and by pararnedic~l, paranursing, and paradental personnel.
I do not make a distinction between so-called preventive, diagnostic, therapeutic,
and rehab~ltative functions. Nor do I find it helpful to separate the physical,
emotional, and social components of illness. These are transient divisionsqf inter-
est, emphasis, organization, and style based more on tradition and arbitrary juris-
dictional arrangements than on humanitarian, scientific, or technical constraints.
I do not distinguish between the various sites of care on which personal health
services may be given; e.g., the solo practitioner’s office, the out-patient dispensary,
or the voluntary, private, or public hospital—their clinics and wards, the health
department clinic, the group practice clinic, the home, the factory, or the school.
Nor is the posture of the patient, vertical or horizontal, a factor in the basic defini-
tion. Finally, the methods by which the patient’s care is financed, whether it be
from public, private, or voluntary sources, and the physician’s efforts compensated,
whether it be fee-for-service, cavitation, sessional. compensation, or annual salary,

do not tiect this defition. When I refer to medical care statistim, I refer to
statistics about personal health services. We need to know much more than we

do know now, both about all of the services sought and received and all of the as-
sociated benefits and risks.

There are basically three points of view from which personal health serv-

ices can be examined. The first is the view of the individud patient and his

particular problems; it is also the view of the clinician and the source of traditional
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diagnostic data. Let us not forget that it is for individual patients and their
problems that all of us in health services work. After all, statistics, m I think Brad-
ford Hill used to say, are really people with the tears wiped off.

The second level is that of the institution, agency, practice, or program.
Here the concern is for understanding the experience of a particular segment of
the poptiation using a particular segment of the Health Semites System. The
essential deficiency in statistics derived from the experience of individual institu-
tions, such as hospitals, physicians’ practices, voluntary agencies, or even prepay-
ment insurance plans and categorical programs, is that adequate information
about the poptiation at risk or the denominator is customarily unavailable,
Nothing is known about all the experiences of those who for some reason are not
represented in the denominator. This defect may be compensated for to vary-
ing degrees but rarely can it be overcome completely.

The third point of view is that of the community or the defined population,
where it is possible to relate medical care statistics to a population defined by
geographic or political boundaries. It is only with such a base that the ecology of
medical care can be thoroughly understood. It is the relationship between health
services and resources and medical care needs and demands which interests the
public; i.e., the consumers, both patients and potential patients. Who gets what,
for which purposes, and with that results are the central questions.

From the point of view of the health officer or the new category of health
services administrator who is, or, if he is not, to my way of thinking should be,
responsible for the health of all the people in his jurisdiction, information about
the availability, accessibility, effectiveness, and efficiency of all personal health
services is essential. Not only is such information essential to the health depart-
ment and other institutions and agencies for administrative purposes, but it is a
prerequisite for effective planning and policymaking. The proposed “Compre-
hensive Health Planning and Public Health Services Amendments of 1966”(4)
provide for “the establishment of, a single State agency as the sole agency for
administering or supervising the administration of the State’s health planning
functions under the plan;’ and “for the establishment of a State health planning
council, which shall include representatives of State and local agencies and non-
governmental organizations and groups concerned with health, and of consumers
of health setices, to advise such State agency in car~g out its functions under

, the plan.” It does not say that this agency h= to be a health department .
The question is, who is to provide the data on which this group of hope-

fuUy hardheaded citizens will make their decisions? I am sure these State health
planning councils are going to be composed largely of community leaders who,
in other walks of life, are accustomed to basing their decisions more on facts
than on individual experience, colorful assertions, or authoritarian pronounce-
ments.

Now unless the. statistical arms of health departments are going to see to it
that the work Florence Nightingale urged on them over 100 years ago is done,

somebody else is going to do it. The po~ibilities include insurance carriers,
so-called fiscal intermediaries, hospital planning councils, areawide planm-ng coun-
cils, medical schools, regional medical programs, voluntary agencies, welfare de-
partments, and medical societies. Each of these groups cotid undertake the work
of me~uring certain aspec~ of the inputand outputof the Health Services System.
None of them, as of the present time, has the same broad socia,l mandate as the
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health department. The Public Health Service, through the National Center
for Health Statistics, has established a model. If the State and local health de-
partment do not live up to their mandates, it seems clear from the “Comprehen-
sive Health Planning and Public Health Services Amendments of 1966” that
other agencia will be established and assigned responsibility for gathering sta-
tistics on personal health services. In some situations, this will undoubtedly
occur. If a clearer legal mandate is required, then I suggest that a national com-
mission examine the matter and make appropriate recommendation for neces-
sary legislation.

So much for the problems, now for some more specific suggestions. First,
I propose that the terms “vital statisti~” and “public health statistics” be aban-
doned. 1 suggest that every health department establish a new unit, bureau, divi-
sion, department, or center for health statistics with a mandate much broader
than that connoted by traditional titles. Such a unit would be responsible for
the collection and analysis of all statistics relating to the health, health problems,
and health services of the community it serves. Funds should be made available
by Federal formula and project grants to strengthen these new expanded units.
Consultation should be sought and made available from stronger agencies and
institutions, such as the National Center for Health Statistics. I suggest that each
health statistia unit establish a continuing relationship with an appropriate univer-
sity department in its re~on. Faculty members of departments of biostatistics,
~piderniology, community medicine, or hospital administration cotid be made
consultants or members of advisory committees for the unit. Members of the
unit, in turn, could be given university faculty appointments and encouraged to
praent their problems to students and faculty colleagua. There are ample
precedents for these kinds of interlocking arrangements; they are in the best
tradition of our society.

With this extended mandate, responsibilities for registration and vital sta-
tisticswould represent only a small fraction of the work of the unit. Jack Elinson
once suggested that there are three or four “Do’s” to be considered in evaluating
the Health Services System; I think there are at least five basic levels: Death,
disease, disability, discomfort, and dissatisfaction. In addition, there are four
major sources of data: Discharges, doctors, dispensmies, and domiciles. For each
of the five levels, it seems to me there are a series of questions to which there are
no readily available answersat present,largely for the reasonthat no one is asking
the questions.

Death

At Chadwick’s insistence, the statisticians of tie day moved from recording
the event of death to recording the cause of death. We have made some prowess
since then but there is additional information which wotid be desirable from the
point of view of medical care. For instance, it would be desirable to know not
~nly how long the physician signing the death certificate attended the deceased
but for how long the decemed had been receiving medical care for the immediate
cause of death. It would also be desirable to know the relationship between the
admitting diagnosis and the immediate cause of death. Analyses of these associ-
ations wotid provide insights into the relationships between preterminal medical
care and suspected disease, underlying disease, and immediately fatal disease.
Three may be three quite dtierent diagnoses, and I believe we need to know much
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more about each in relationship to the medical care which is both available and
used. In fact, I wotid go so far as to suggest that the concept of “underlying
cause of death” may be obsolete. Is it still redstic at a time when 75 percent of
deaths occur over age 50 to rely largely on an often rather arbitrarily selected
underlying cause, when, indeed, in older persons a number of contributory and
potentially fatal conditions are usually present?

Disease

About 45 percent of the problems initially presented to primary physicians
cannot be given a diagnosis which fits the rubrics of the International Cbssifica-
tion of Disemes, except in the broadest categoria (5, 6). What is needed is a
classification of complaints, problems, conditions, and symptoms developed on
tie basis of their relative frequency and specificity in the generaI population.
Patients present to primary care physicians vague complaints, symptoms, and
problems, not labeled diseases. For purposes of deploying health personnel, as-
signing tasks, and organizing services, we need to know how many people in a
community have symptoms of sufficient severity to warrant their seeking or con-
templating medical ctie.

T% kind of classification cm only be developed with the help of practicing
physicians. It is not impossible to do; the precedent was set when the British
Registrar General collaborated with the College of General Practitioners in a
study of 171 practices (7). To date, this study represents the largest body of
published data on primary medical care available anywhere. Stiar studies are
needed in this country, and currently the American Medical Association is under-
taking pilot studies in Utah to develop methods for morbidity reporting in phy-

sicians’ offices. We had some experience with the continuous recording of mor-
bidity in general practice when I was in Vermont and are planning more exten-
sive studies (8). Both the need and opportunity for collaborative research among

practicing physicians, health statistics units, and universities have never been
greater than they are today.

What is just as important as a classification for presenting symptoms and

complaints is a classification for the action taken by the physician. We want to
know not only what the patient complained of but what the doctor did about
it. Examples of such a classification might include: “return when necessary,”
“return at a specific time, “ “diagnostic tests ordered, “ “referral for consultation,”

“referral for treatment,” “hospitalization as emergency,” “hospitalization for in-
vestigation, “ “hospitalization for chronic care,” “no further care needed,” etc.

The reasons this information is important are ( 1 ) to make better estimates

of potential demands for medical care, (2) to educate and prepare physicians and
other health personnel to meet these demands, and (3) to organize personnel and
facilities so that the demands maybe met.

Disabili~

I take it that the object of the health services of society is at least to keep people

out of hospitals and, hopefu~y, to maintain functional capacity, prodtlctivity, and

even well-being. We have estimates of disability for the whole country from the
National Health Survey, but little is available at State and local levels. We need
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prevalence intimates by census tracts and communities. We need to know much
more about absenteeism from work, school, and usual activities, both in relationship
to functional severity and sympton/condition complexes and in relationship to
medical care sought and contemplated. Again, the need is to relate the func- I
tional impairment with some kind of actual or potential medical care. How else
can we obtain estimates of the relationships between need, demand, and available
resourc~ for medical care—particularly for rehabilitation services and home care
programs? Sickness surveys, disability surveys, and morbidity surveys alone are
not enough. We need to know more about what is done for specific problems and
hopefully, at a later stage, with what results.

Discomfort

This is a lex severe form of disability, but it is in some ways more important,
particularly if we are interested in early detection and prevention of illness. Little
is known about the distribution of various symptom/condition complexes in terms
of the amount of disconifort they produce. People have to perceive some dis-
turbance in their health, interpret it as warranting medical attention, know that
medical care is available and accessible, and be able to pay for it before they are
apt to seek it. Much more information is required about this end of the spectrum
of medical care in order to develop better ways of delivering health services to
those who need them and can benefit from them.

Dissatisfaction

Most of the implied criticisms of our present Health Services System in this
country are based on articles in the popular press, medical horror stories) and eco-
nomic analyses of the rising costs of health service. In addition, we need objec-
tive data on tie organization of health services as seen from the viewpoints of all
the consume=; not just those who complain. To what extent do individuals
want and have a personal physician to whom they can bring general complaints
at any reasonable hour, or even at any unreasonable hour, of the day or night?
Are the desired services accessible and available? Are they satisfactory? Would
the services of a nurse be just as acceptable as those of a physician for particular

problems? To what extent do people use multiple sources of care? To what
extent do they travel out of their communities for medical care? Again, where

do they go and for what reasons?

Now let me turn to the four sources of data.

I Discharges

I
‘! One hundred and nine years after Florence Nightingale called for them in
I England, we are going to get data from a national sample of hospital discharges in

,+

! the United States. We still will not be “able to tell anything about State, local,
or individual hospital performances.

I
Again, we need to know the relationships

between the admitting diagnosis or the chief complaint. and the discharge diag-
/ nosis. We need to know something about the functional capacity of the patient

on discharge; not just whether he is alive or dead. For example, we need to know

whether the final discharge diagnosis explained the chief Complfit or admitting

diagnosis. We need to know whether any disease, drug reaction, hospital in-
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fection, or injury was acquired during hospitalization. We need to know whether
the admission was primarily for emergency care, acute care, chronic care, investi-
gation, elective care, social care, or custodial care. We need to start calling
services by their functional medical care objectives rather than by rubrics designed
to justify thiid-party insurance payments.

Doctors

Doctors themselves are critical participants in the provision of much of the
information we require for understanding the Health Services System. There
is a great need for medical students to receive adequate preparation for their
important roles in the provision of health statistics. The work of the health
statistician is bound to be restricted until physicians reco@ze the importance of
the information they generate. They should be encouraged to cooperate on the
basis of commitment and enlightened self-interest, both individually and through
formal organizations such as the Amefican Medical Associationj the American
CoUege of Physicians, and the American Academy of General Practice. Here
again, there are opportunities for the health statistics unit and the universities>
partictiarly the medical scbmls, to collaborate in improving teaching about health
statistics. I am convinced that this is a subject which can be made relevant and
exciting to medical students.

The appeal to physiciam can be made on the basis of their individual and
collective responsibility for leadership and their potential contribution to under-
standing the medical care process and to improving the Health Services System.
Once physicians appreciate that they are participating in the development of
their own profession and are contributing to the improvement of their own work
rather than being the object of rascal hunts on the part of “government” au-
thorities, there is likely to be substantial progress.

Another area of needed study is the analysis of the doctor’s job. We know
very little about the way doctors actually spend their time. What proportion of
time is spent listening to patients, talking to patients, giving treatments, prescribing,
recording information, and in activities which might be handled more efficiently
by nurses or paramedical personnel or could even be automated? Similarly, we
know fittle or nothing about what nurses do.

Dispensaries

The care of vertical patients constitutes the great buk of all medical care.
Whether these patients are seen in out-patient clinics, health department clinics,

group practices, physicians’ offices, or elsewhere, we need to know much more
about the distribution, availability, accexibility, and utilization of ambulatory serv-
ices. If access to physicians’ offices and effective participation in the co~ection of
data are not always possible in every community, studies can be initiated in out-
patient clinics and health department clinics. Traditional out-patient statistics
only count visits; this is like counting deaths in Chadwick’s day and says very little
about the actual nature or purpose of the work done. C6hort studies using record
linkage could be used to examine the natural history and progression of the diag-
nostic process from initial complaint or symptom to final established diagnosis.
Again, this can all be related to the services needed, demanded, and utilized. Data
of these kinds are not available for three major health problems that are the basis
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for the regional medical programs: heart disease, cancer, and stroke. I venture
to suggest that if this kind of information had been available the folly of attempt-
ing to regionalize health services on the basis of categorical diseases would have
been apparent sooner. At present, many medical schools are trying to plan
regional medical program without data or experience. Commercial systems
analysts are advising some schools, but apparently they too are unfamiliar with
medical care statistics. Medical care services have to be planned on the basis
of the prevalence of symptoms and complaints, not discharge diagnoses or deaths.
The former reprwent the input to the Health Services System; the latter, the out-
put. We know very little about the input side. Regional medical programs
could benefit greatly from assistance in developing data on health resources, serv-
ices, and needs from the vantage point of the health statistics unit in the health
department.

I Domiciles

I come now to the household interview and health examination as the
foundation of the pyramid of information about the Health Services System. The
National Health Survey has developed sophisticated methods which can readily
be replicated at State and local levels. I am continually impressed in discussions
about planning new health services for people in communities by the virtual to~l
lack of usefti information which health departments can produce about the way
in which people seek and use health services in relation to their perceived and
actual needs. In the final analysis, the Health Services System is no different
from the other service systems, the customem probably have the last word; I
believe we need to know more about their concerns and interests.

Now, a few comments about methods. First, there is need to come to some
agreement about terminology. Uniform definitions with respect to institutions,
units of service and activity, personnel functions, complaints, symptoms, and
dkemes are desirable. At least, it wotid be important to have the data collected
by all Federal and State agencies compatible, if not comparable. Fortunately,
the miracle of the computer insists on forms of cooperation not readily attainable
by mere mortals. The World Health Organization has examined these problems
in some depth; much more work needs to be done in the United States to stand-
ardize terminology and reporting procedures (9, 10, 11). Methods of record-
keeping in physicians’ offices and methods of handling utilization data need to be
improved. Here again there are precedents and experience on which to build
(12, 13, 14).

Simple preceded, mark-sense forms or more soph~ticated input consoles in
physicians’ ofices with direct inputs to on-line centralized computers could be
used in ways which would preserve confidentiality for both physicians and patients.
The data generated would provide physicians with information about their own
practices, as well as information of fundamental importance to our understand-
ing of the Health Service System.

Further applications of computer technology are to be found in record-link-
age studia. H. B. Newcombe of Atomic Energy of Canada and others have
suggested methods for family linkage of vital and health records (16). To my
knowledge, however, there has been only one study of record linkage applied to a
Health Services S~tem serving a defined population. This was recentlycompleted
by the Oxford Regional Hospital Board in England and shows the kinds of data
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which can be obtained on the flow of patients through the hospital system of a
region (17 ). This is a unique study which could be replicated in one or more
States in the United States. Such information would be invaluable for planning
regional medical programs.

The problem of estimating denominators will probably be with us for a long
time in the United States. The obstaclm are formidable but not insoluble. Ap-
proach= to the measurement of the catchment areas served by hospitals and other
health institutions have been developed for use where the population at risk is not
known, but more work is needed ( 18, 19, 20). The household survey is of course
especially useful in this regard because it can be used to produce denominator data.

Fkally, there is the matter of collaboration with other groups. The health
statistics unit should be in m unusually strong position to propose active collabora-
tion for purposes of data gathering with medical societia, hospitals, nursing homes,
welfare departments, insurance carriers, planning councils, and other groups
responsible for providing or fiancing health services. One great virtue of the
National Center for Health Statistics lies in the fact that it only collects and
analyzes information; it assumes the posture of an objective source of data which
all can respect and use. It is not responsible for any medical care service program.
This is in contrmt to the Social Security Administration, for example, where
present arrangements call for it to analyze information on charges and utilization
on which it will base its own decisions, its re@ations, and its bargaining position.
However objective its efforts and methods may be, its motives are bound to be
suspect. The same charges. are quite untenable when health statistics are collected
by an independent unit analogous to the National Center for Health Statistics
(15).

For these reasons, I believe that the health statistics units are in a sound posi-
tion to obtain the support of medical schools, hospitals, physicians, medical
societies, and others responsible for the”organization of the Health Services System
in gathering data which will enable these institutions ~d individuals to do their
best. I am persuaded. that physicians and health institutions want to do the best
jobs possible, and I believe that gathering health statistics should proceed on that
assumption until there is evidence to the contrary.

SUMMARY

In summary, I have tried to challenge the vital statisticians of the country to
revitalize themselves by taking on the task of developing a broad range of medical
care statistics which will help all of us to better understand the health services
system of the country. The object is to use our health personnel and resources
more effectively and efficiently in the interests of the health needs of society. In
essence, I have six proposals:

1. Expand State and local vital statistics units to health statistics units. These

should be supported by Federal formula and project grants as well as by
locaI funds. If ti expansion of activities is not accomplished, I see these
functions being taken over by other institutions and agencies. The health
department will be bypassed, much as the Anglican Church was bypa~ed.

2. Prepare actively to provide the health services statistics which will be required
by the proposed Health Policy Planning Guncils and the Health Services
Administrators.
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3. Establish a national and local mechanism for developing common definitions
and terminologies to insure comparability and encourage comparability.
International comparability should not be precluded.

4. Experiment with record-linkage studies in order that the whole Health Services
System in a region can be understood more thoroughly.

5. Examine the experience of other countries, as well as of different places in
this country, with particular emphasis on newer methods of recording,
procewing, storing, analyzing, and retieving data at all levels of the system.

6. Institute regular systems for reporting data from all levels of the Health Serv-

1.

2.
3.

4.
5.
6.

7.

8.

9.

10.

11.

12.

13.

14.
15.

16.

ices System, including hospital discharges, ambulatory cfinics, and doctors’
offic=, as well as from household interviews and examinations. Bear in
mind the need to relate: the patient’s complaint, the site of the service,
the nature of the service, the outcome of the service, and the doctor’s
diagnosis. As Chadwick pointed out, to report ordy that an event took
place is not enough.
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Mr. WOOLSEY. Thank you, Kerr, for that wide-ranging paper. It certainly
does represent a challenge-not a challenge, I am sure, that will be met over-
night but in my view not a visionary challenge, rather a realistic challenge. Here
is somebody from a university, supposedly an ivory tower man, but who is quite
apparently in touch with what is going on in our field; and I think that this paper
deserves very careful study. As far as I am concerned, it represents the makings
of a blueprint for our activities in the years to come. We are very grateful for that
paper.

Now many of us looking on from the outside have watched for some years
the struggles to come to an agreement on a coordinated program of nursing home
accreditation. And it is a fine thing for this country, and I may say I feel a
little bit more confident about my old age, that this prowam is now on the
track and rolling forward. I hope that we are going to hear something about
this from our next speaker.

Our next speaker, Dr. John D. Porterfield, is an old ffiend of ours in the
Public Health Service. In fact, I think I am correct in saying that Dr. Porterfield
bestowed upon us the name National Center for Health Statistics.

He was, in any ~, Deputy Surgeon General of the Public Health Service
at the time of the Public Health Service Task Force on Mission and Organization
of the Public Health Service which created the National Center for Health
StatistiG in 1960.

He has had Iong experience in the field of public health before assuming
his pr-t position. He was director of the Ohio Department of Health in
Columbus, director of the Ohio Department of Mental Health and Hygiene, and
asociate professor of preventive medicine at the University of Ohio before he
came to the Public Health Setice.

He left the Public Health Service in 1962 and became coordinator of medical
and health sciences at the University of C~ornia. He is now director of the
Joint Co*Ion on Accreditation of Hospitals in Chicago.

Dr. Portefield is going to talk to us this rooming about the standards program
for hospit~ nursing homes, and home care.

44



Medical Care Statistics and the

Standards Program for Hospitals,

Nursing Homes, and Home Care
Dr. John D. Portefield, Director, Joint Commtision on Accreditation

of Hospitals, Chicago

I am very grateful to be allowed to speak to you without manuscript. Our
affairs seem to change so quickly that manuscripts get much too out of date
before we are able to deliver them. I appreciate the indulgence that I have been
given in that respect.

I do not feel badly dbout the allegation of putative authorship in naming
the National Center for Health Statistics.

My present job, coming at a time when there is much more activity in tie
field of voluntary accreditation of health and medical facilities, has made me
worry less about my old age—I am less optimistic of having one.

I was somewhat re~ured by Mr. Wookey’s remarks in opening this panel
that this was a presentation from people outside the field of statistics as to areas of
activity and potential, that the process was really a bilateral or participation one
in which some of us might describe what we were doing and the objectives of it,
and that you in turn would be able to tell us how this might be utilized as a source
of data, as a method of providing analyses which will help us in future planning and
improvement of our activities. I am relieved by this because I myself (as we~ as
the Joint Commiss ion on Accreditation of HospitaIs) am very highly unsophisti-
cated in the field of statistics. There is no competition, there is no contest.

There is no competition as in a story somebody recently told me of the
two boys who went all the way through their educational program together, always
trying to top each other in athletics, in scholasti~, in extracuficular affairs on
campus, both in high school and in college, and having been graduated did not
see each other for 30 yearn. When they did meet, they discovered that one of
them had become an Admiral of the Fleet in the U.S. Navy and the other had be-
come not only of full habit but with the habit of a high prince of the church.
They met after these 30 years on the platform of a railroad station in Rome and
immediately, without acknowledgement of knowing each other, continued their
competition. The Cardinal, in approaching the Admiral, said “Porter, when
doe- the next train leave for Napie;?” And the Admiral

your condition I wouldn’t take it.”

I am very much interested in some of the things Dr.
competition between content and methodology because

replied, “Madam, in

White said about the
in spite of my own
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and my Commission’s lack of sophistication in these areas we do recognize that
(like education) there is a necessityfor study of both, and we have been concerned
considerably about content and not nearly enough about methodology. I wodd
liketo refer to thisa littlebit later.

Because I have found that very few people outside of the immediate purview
of the Joint Co-Ion know preciselywhat it is and how it operates,I would like
to tell you the history of the Joint Commission and its presentstateof maturation.

The commission began when the American College of Surgeons attempted
to detebe a method by which it codd admit physicians to fellowship in the
college. The college decided to include in the review of applicants a review of
the case histories in their experience to determine whether they were indeed
surgeonsof competence aswell as experience. In settiugup the review, the college
found that it could not properly judge applicantson the basisof the protocols which
were presented-they were highly inadequate.

The applicants’ defense was that when they went back to the hospitalwhere
they had completed their work records were not available and they could not
prepare the protocols which now they needed to apply for fellowship in the college.

The college did a sampling of a fair number of hospitalsin the country and
found that indeed this was so, &at the state of clinical records was abysmal, and
that other conditions were hardly consonant with the stated ambitions of the
American College of Surgeons to improve the breed, to enhance the education
and capability of its members, as well as to think of the patient, the public whom
theyserved,and the placeswhere theywere served.

As a restit of this tiding, and after discovering that at the time no one else
was interestedin thisproblem, the college establisheda program called the hospital
standardizationprogram. In late 1917 it adopted a very simpleone-page code of
standards for hospitak. From that day forward, it began to visit hospitals, to
surveythem, to evaluatethem againstthesestandardeto give them a grade mark,
if you will.

In the beginning the well-establishedhospitalsin the big citiesdid not show
interestin the project. But there was considerable interestexpressedby the new
hospitals in the somewhat smaller municipalities that really felt they needed and
wanted guidance, md the idea spread.

In the fist year, it was impossibleto issueindividual reports on which of the
surveyed hospitalshad been approved—many of the hospitak which were *g
from the survey kt were the ones which you would call prestigious hospitals in this

country. In addition, of the 600 or more hospitalssurveyed at that time, some-
thing like 13percent were considered to have met the standards.

This situation improved very gradudy over the years. With the support
of ~ociations like the Catholic Hospital Association, the American Hospital &
sociation, the American ProtestantHospital &ociation, and subsequently other
medical prof@onal organizations, the program prospered. Not ody did tie
rdts become better in terms of the n~ber of hospitals found to meet these rela-

tively simple and admittedly minimum standards, but the proqam grew beyond
the financial resourcesof the college. In 1951 the American CoUegeof Surgeons
saidthatit could no longer pick Up the tib done and repeated, at the same time, the
opinion that this program W= of wider ~ter~ ~an just to the &erican College
of Surgeons.
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After some delicate negotiations, the Joint Co-ion on Accreditation of
Hospitals emerged, including the American College of Surgeons, the American
College of Physicians, the American Medical A~ociation, and the American Hos-
pital Association as corporation members. They each have a number of com-
missioners on a board of commissioners which establishes the policies, adopts the
standards, and otherwise supervises the work of the Joint Commision.

At the time of its creation, the commission included the hospitals of Canada;
mmissione~ from the American Medical Association, one came fromand, of the co

the Canadian Medical Association, and, of those from the American Hospital
Association, one came from the Canadian Hospital Association.

In 1959, Canada found itself with such a sizable contingent that it was able
to establish its own national program, the Canadian Joint Council for Accredita-
tion of Hospitals, which has been continuing on its own, with the blessings of its
parent. The Joint Commission has continued with this country’s hospitals and
with a handful of hospitals outside the United States (including military hospitals
overseas, some overseas industrial hospitals, and the American University in
Beirut).

In 1964 these four organizations found the operation to be too expensive and
went to a fee-for-setice basis. This is a significant aspect of the philosophy of
our activities-a system where the hospitals which request an evaluation pay a
cost-level fee for the service. This is probably the cheapest consultation (and I
hope dtimately the best consultation) that they can buy in their field.

At the beginning of this year, the accreditation of extended care facilities was
added to the traditional pro~am. There are two classes, the skilled nursing
homes and the domiciliary homes or homes for the aged.

This program is a result of the merger of three anteceden~—the National
Council on Accreditation of Nursing Homes, sponsored by the herican Nursing
Home Association and the American Medical Association; the approval program
for extended care facilities of the American Hospital Association; and the program
of the California Commission on Accreditation of Nursing Homes and Related
Facilitim.

By virtue of previously enacted Federal legislation in 1966 the Joint Commis-
sion was recognized in Congress and in the Federal statutes. We relate to
Medicare in the sense that we provide a limited credit card for hospitals which have
voluntarily sought and obtained accreditation. At the present time, th~e hos-
pitals are certifiable by the State certifying agencies, contingent upop two things:
that the State statutoq standards are not higher, and that the State certifying
agency determine the existence and efficiency of a utilization review plan in each
hospital. At the time of the enactment of the Medicare Act this was not a
condition or requirement of the Joint Commission, but now is.

This, fairly btiefly, brings us up to date. I would like to mention now the
question of methodology, how we do our work.

In the first place, the Board of Co- loners of the Joint Commission adopts
standards, and I think perhaps this is the least well understood of all of the
elements of our operation. These standards are not by any means standards of
medical practice, nor dom the Joint Commission attempt in any way to assesshe
quality of medical care provided in institutioris. From time to time this has been
suggested, sometimes rather forcibly, and it is again under study by the Joint
Commission and its various advisory groups. But as of now we do not do tfi.
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There are States (recently and rather notably California) where the State
medical and State hospital associations have developed a joint program of ap-
proval by which they select site visit teams of peers, of clinical people of excellence,
to visit hospitals and to devote some time to a depth study of the kind of practice
that is being carried on. “Why do you have so many resections here?” “How
is it that you have so few or so many of this kind of diagnostic test?’ “What
are the indications?’ These are the kinds of questions that might be asked in this
kind of a consulting tilt to assess quality of medical practice.

It has been reported that of the accredited hospitals in California which have
been surveyed by this joint State program, 15 percent have been disapproved by
this State program.

They are studying an entirely different thing. Our standards are directed
toward the mechanisms, toward the environment which surrounds the practice
of medicine in institutions, and which are positive forces toward allowing it to be
of a high quality.

In other words, we do study a methodoloO~ rad~er than content. Our stand-
ards are directed toward such things as the physical plant and the physical environ-
ment of the patient; toward the organized structure of the hospital to assign re-
sponsibility and to assure direction to its activities; and to the screening of those
who are given privileges in the hospital to assure that they are competent to ful-
fill the privileges which they are granted. Our standards look to the required
functions of the medical staff as a unit rather than as individual practitioners and
to the hospital as an organization that will carry out a number of functions of
self-improvement and self-policing. These functions of the hospital would in-
clude such things as what is now called utilization review (it has been called other
names in the past) and the requirement that the hospital have nursing, laboratory,

X-ray, and dietary departments.
We will survey a hospital which has onIy a pediatrics unit—that is, a chil-

dren’s hospital without a medical department, or a children’s hospital which has
a medical department but not a surgical department. Our survey would include

psychiatric hospitals, or any kind of a hospital that is subject to these same stand-
ards. It doa not depend on the kind of clinical departments or clinical services
it provides, but only on these basic central services and the things which I have
described.

Having established these standards, we have attempted to improve and refine
them over the yea~. Retaining the principle of minimum standards commen-
surate with quality patient care, the Joint Commission surveys hospitals and

evaluates them.
A survey is made by providing a two-part form (and I would like a workshop

on this some day soon if I can arrange one). One part is fled out by the hospital
people and provides all possible information and data they can as to the circum-
stances, and the second part of the form is filled out by a physician in our full-time
employ who visits this hospital. ~ visit lasts from 1 to 3 days. He talks to
representatives of the governing body, the administration, and the medical staff;
examines the physical plmt; examines a sampling of the clinical records of pa-
tienfi presently in the house and recently discharged; and examines a larger sample

of the record of the medical staff act.iviti~ in the performance of their functions

(usually by looking at committee reports).
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Here, for example, is the distinction between what we do and what it is
thought we do. Neither the Joint Commission nor any of ifi representatives would
say to a hospital “We looked over the application of Dr. X and the recommenda-
tion in the governing board’s action as to privileges to be granted, and we think
he should not have been given thae privileges.” Or the reverse, as the case might
be. We never challenge the judgment exercised. We insist on a judgment having
been exercised and that there be a clear record of this judgment, but the judg-
ment itself is the hospital’s obligation.

The third operation of the Joint Commission—that of education—is re-
grettably one of the lemt of the commission’s program. We carry out education
in several forms. The survey v~lt itself is an educational process, unfortunately in-
extricably tied in with the inspection process—that is, the grading and giving of
marks—but the main purpose of the time spent at the hospital is an educational

consultative process.

We carry out our education progam by voluminous correspondence with
people who ask “What do you mean by this statement?’ or “If we did this, how
would you construe this in terms of meeting standards?” or “What do you think

about the possibility of having this kmd of requirement?” or “How would we meet
it if it were established?” We do publish a bulletin three times a year, but we do
very little else unless you are willing to call these poor efforts of mine around the
count~ educational.

We are on the verge now of attempting to develop an educational program
which is not just public information but which will be directed toward very specific
audiences, the first of which will be ourselves, our own staff. We are develop-

ing a highly intensified program of inservice training and annual reorientation of

our field staff and our central office staff to be sure that we know what we are
doing. As much as is possible with any group of humans, we hope to achieve
standard interpretations of situations which are found in our work. We have

a lot of devices that we try to use to assure this.
We have a rule that the same surveyor never visits the same hospital two

times in a row. This is not to avoid any development of a conflict of interest,

because they have treated him so hospitably that he becomes lax in his survey,
but rather because every one of our men has had some distinctive previous ex-
perience that influences his visit. Some of our men have been pediatricians, some
have been surgeons, some have come from Federal establishments in clinical medi-

cine and military services, and one has been a psychiatrist. When the pediatrician
gets there, you know the pediatric service gets the most attention; when the surgeon
gets there, he often spends an inordinate amount of time in the surgical unit; and

the obstetrician gives the nursery fits; etc. So that over the years if we rotate the
Visitom, the hospital gets a somewhat better balanced consultation.

We have not yet undertaken any research, but we feel its need is unques-

tionable, We see this as research in methodology, not into the advancement of

medical science. We hope to discover whether our files (we have dossiers on well
over 5,000 hospitals ) contain data which are not replicated anywhere else in the

world—not even in the American Hospital Association’s registration program—

and which may not be replicated in the collection of data througfi certifying
agencies. And we think (and have been told) that there is a great potential for
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investigation into the ways and trends of hospitals and other health facilities which
should be tapped md explored.

We have done only this much so far. Our bylaws provide that the members
of the Joint Co- ion corporation are free to delve into the files for research
purposes as much as they like, with the usual provision that any reporting does not
identify any individual place or persons.

And this winter we looked at the questions we had loaded into our forms.
Most of the% of course, were there to determine adherence to standards, but
some were included for other purposes-to see whether their validity could be
measured at all. We found a number of interesting discrepancies between ques-
tion 1 and question 13, for example, which were incompatible and which a~ured
us we have to revise our fem. We have got to strip loaded questions which are
of no particdar use.

Many years ago when I was a division chief in a public health department, I
asked my predecmor what use was made of a particular form. He said, “You
initial them.” I said, “Then what?’ He said, “Well, you file it.” I said, “Then
what?’ He said, “That’s all you have to do.” I think we are still doing some
of this. Some of the restits are unfortunate.

For example, one of the questions we have on our form asks how many times
in the past year the hospital under survey has given a single blood transfusion to a
patient. Well, the inference is very clear. A single blood transfusion is either
not enough or too much. A single blood transfusion is probably a suggation that
blood has been used too freely.

The rault, of course, is not so much that blood use has been minimized as
that physicians routinely order two units of blood. Some of the hematologists
from various centers in the United States have taken it that we are doubling the
risk to patients that require blood, which is a somewhat hazardous therapeutic
tool. We agree, and we did not mean to do this.

Future research both into our own methodologies and into a study of the
trends in hospitals is very important. We do have a lot of data which may be

retieved and be found to be useful. We are accumulating data at a great rate,
and that might be compiled in a better form to make them more useful.

Now fially, to show you how statistically naive we are, I will tell you the
annual statistics which we report. I think at the present moment there are some-

thing like 7,200 hospitals registered in the United States. This is a selection
procew in itself. In order to be registered with the American Hospital Association

(not be a member) a hospital must meet certain critetia in terms of the definition

content—physical plant and services provided, etc. Of the 7,200 hospitals only
about 6,000 are eligible for survey and accreditation by the Joint Commiwion on
Accreditation of Hospitals, because we do not visit hospitals of less than 25 active

adult beds. As yet it does not pay them or us to include the smaller hospitals.

Of these 6,000 some 4,400 are currently accredited—about 60 to 65 percent
of the hospitals in this country are accredited by the voluntary program of the Joint
Commission.

This is somewhat better than it sounds because these 60 odd percent con-
stitute 85 percent of the bed days used and 86 percent of the live hospital births
that occurred in the past year. Obviously, we have under accreditation the larger

rather than the smaller hospitals.
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We have presently accredited something like 1,500 of the extended care facil-
ities of both classes. The denominator here is not known. You can get as many
guesses as people you ask-anywhere from 9,000 to 15,000 to 22,000 depending
partly on definition. But we have 1,500 accredited, practically all of which are
grandfathe~ which we have taken in from the three programs described before.

As rapidly as possible we are resurveying all of these grandfathers against our
standards which were adopted last year. Some of them will continue to be ac-
credited and some of them will not. And we are also doing surveys for the first
time in newly requesting institutions and adding a few each month. These are
volumetric data, that may be of interest, but this is only the surface, and we hope
very much to be “able to go beneath that to do something better. This will depend
on the future.

The future also contains other things we hope to do in education-I mentioned
the inservice training program. I did not mention the kind of selected group
training for hospital personnel, for medical personnel, and for medical students.
We wotid hope to include such groups as the financial supporters for construction
of new nursing homes—people who cannot evaluate their potential for loans be-
cause of lack of information about the field.

We are, at the she time, actively examining the question of expanding the
categories of medical facilities which might be interested in voluntary accreditation.
We have already been approached by rehabilitation centers who are teamed with
sheltered workshops and college health services which now are surveyed only in
the process of the ~urvey of th~ educational institution (as a minor se~ice of” the
educational institution). We would like a more intensive study of this area.

We have even been asked—and this is something I obviously would never

have dared suggest myself-to consider the possibility o~ an accreditation program

for group practices which have facilities. Since this might be an outpatient de-
partment without a hospital, it would be susceptible to a survey and a determina-
tion of maintenance of certain standards of physical plant and records and opera-

tion; and we may consider this.
So the future lies before us, but we feel rather shaky unless we can develop

better measurements in assessment of what we, ourselves, are doing.
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Mr. WOOLSEY. Thank you very much, Dr. Porterfield, for taking time out
to educate us in this very important activity. I think the implications for statistics
on health resources are very apparent.

I am particdarly interested in this question of definitions in the area of health
facilities and organized programs of services, extended care f acilities, etc. There
are numerous problems for statistical methodology in this endeavor.

It seems tome there is a great need for the statistics at least to be congruent
with and compatible with the st~~d~rds that are being set by the accreditation
group.

But there are great difficulties in doing this since the accreditation program
goes into such depth and deals with such subjective problems that statistics can
ordy hope to be approximations. I think that some effort is being made at the
present time to develop new definition for statistical purposes that will come closer
to those redly needed in these fields.

I should think also that the Joint Commission would be a heavy user of statis-
tics, as well as a producer of statistics, for example, on the whole population of
health facilities.

As I say, there are many implications for statistics, and I hope that from time
to time we can hear further about tils as the program of the Joint Commiwion
grows.

Our next speaker is also an old friend of ours. He is the man whom I call
the cool man on the hot spot in health statistics. I would say he is probably one
of the men who is on the hottest spot at the moment of any of us, but he is the man
to handle it. A cooler customer you have never seen. I have had opportunities
to meet with him in recent weeks, and I feel he is bearing up extremely well under
the challenge of what Ii= ahead.

Many of you knew Howard West when he was chief of the Statistical Process-
ing Branch of NOVS. Later he became chief of the Biostatistics Division of the
Dktrict of Columbia Department of Public Health and then became chief of
program planning in the District of Columbia Health Department. From there
he moved to become director of the Division of Research and Statistics of the
Group Health Association of America. Howard is now director of the Division
of Health Insurance Benefits Studies in the Office of Research and Statistics of the
Social Security Administration and has responsibility for the development of the
statistical program of the health insurance benefits program-Medicare. Howard
is going to talk to us this morning about the Social Security Administration’s sta-
tistical pro~am on health care of the aged.
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Social Security Administration’s Sta-

tistical Program on Health Care of

the Aged
Mr. Howard West, Director, Division of Health Insurance Benefits

Studies, Ofice of Research and Statistics, Social Security Administra-
tion

In less than 2 weeks about 19 million aged persons will become eligible for
health insurance benefits under the Social Security Act, These are basic benefits
providing payment for the costs of hospital care and for posthospital care in ex-
tended care facilitim and at home, and supplementary benefits on a voluntary
basii providing payment for a substantial part of physician services and other
medical care services not covered by the basic benefits.

A means for obtaining complete, systematic, and continuous information
about the amount and kind of health care services used by the aged and the cost
of such services will dso become’ available for the first time as a byproduct of
benefit payment operations. The health insurance benefits program will thus
create the opportunity for obtaining statistics of unprecedented volume and detail
on the patterns of health care of aged individuals. It will provide the basis and
opportunity for research in the field of medical care to measure the impacts on
other public and private programs and identify and define program gaps and
problems of extending the system to meet unmet needs.

Plans for the program of statistics, analytical studies, and research are also
firmly rooted in the needs for the information that will become available after
July 1. Evaluation of the program by the Administration will rat in large
measure on analysis of the statistics derived from program operations. In fact,

the primary objective of the statistical program wi~ be to provide the data needed
to evaluate the program and measure its performance.

Needs for data by organizations and persons other than the Social Security
Administration will also be taken into account, Obviously a wide variety of data
will be needed to satisfy all these needs.

What I would like to do is to limit my discussion of our program to the basic
characteristics of the data collection system and the sources and types of data which

we will obtain, and to leave to you and to further discussion later in the day some
of the implications of these data.

One of the things that was mentioned earlier by Dr, White which seemed to

me of considerable significance and which we have all been very much aware of
is the need for a population bme and for demographic characteristics of that popu-
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lation in any program of statistics. As I am sure you are aware, we are in the posi-
tion in this program where we have such information.

Let me further define this for you. There are in retity two programs. One
of them is the basic pro~am of hospital coverage which is available to almost all
people over 65, and the other is the supplemental insurance program which covers
those people who elected to pay $3 a month, to have this insurance coverage.

There are probably close to 19 rniBion people who are eligible for the first
progr~, for the hospital insurance program, and forth&e people there is inform-
ationwith regard to their exact date of birth, their sex, for most of them their race,
their residence, and certain other information, most of which has been available
for some time in social security records. For many of these people who have
recently become known, information on them is l= avaiIable.

There are people who have become known to us because of the fact that, as
you may all recall, some 2 or 3 yms ago the Internal Revenue system adopted
the social security number for identication purposes, and those people have now
been matched with social security numbers in the procew of atternptig to reach
everyone possible for the supplementary medicaI insurance program.

Thus, for the part A program we have basic population data and for the part
B program we have the same data, with the differential being that of about 95
percent of the people who have been reached close to 17~z million people have
elected to be covered under the part B program.

We have identification of these people with the most significant character-
istics. And perhaps most important, we have a number which identifies each
of these people-+e social security number or the raiIroad retirement number

(which has been modified slightly in order to adapt it to the health insurance
program).

Now in the part A hospital insurance program, there are certain factors

which have pointed the direction for the development of the statistics under the

program.
The principal factor here is something which in the legislation is called the

spell of illn~. The spell of illness as defied is a method for determining when an

individual covered in the program can renew his entitlement for care (or the num-
ber of days which are available to him). Th~e are 60 days’ full coverage with a
sfight deductible and 90 days of pardal coverage.

In order to keep track of the use of these days and of the spell-of-illness factor,

it became clear tiat it was nec~a.ry to record at a central point all of the data
which related to the use of hospital services, pardcdarly the use of these days of
setice.

There are other factors in the legislation which enhance this need, one of
which is the psychiatric limitation, a limitation with regard to the use of hospital
psychiatric days, and that limitation is 190 days during a lifetime.

But in any case, th~e particular aspects of the program made it clear that
a centraI recording of the use of services was ~ential.

It is on that account and with that very strong boost from the le~lation itself
that we have setup in Baltimore a central records system into which will flOW100-
percent data about the use of hospital care and W the other aspects of the part A
program, the extended care facfities use, the home care services, the U= of psy-
chiatric hospital facilities, and & the use of TB facilities.
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This information will come in through a wire system direct from the hospitals

through the intermediary initially as an admission notice. Thii way we will know
within a few days of the time that a patient is admitted to a hospital that in fact
that patient is in the hospital. At that time the hospiti is notified as to the num-
ber of days available for payment, and, of course, whether or not the individual
is known to the system.

At the time of discharge the actual bill for the services provided (which agati
flows through the intermediary for payment ) is sent to Ba.ltiore. Just about
the entire content of this bill, which includes such things as date of atiion,
date of discharge, length of stay, and also diagnosis and surgical and other pro-
cedures, is recorded into the continuing record. The principal purpose of the 100- ●

percent recording, as I said earlier, is to keep account of the number of days of use
and of the spell-of-illnms factor which requires that a person remain out of an
institution for 60 days from the last date of discharge in order to renew his en-
titlement to days of care.

The spell-of-illn~ factor has one additional effect on statistics. In order to
get into the system the fact of discharge and to then keep track of the 60-day gap
which is required for renewed entitlement of coverage, we will be getting a dis-
charge which occurs after coverage has been used up. In other words, if the
patient is in the hospital for 120 days and payment for services stops at 90 days,
a discharge report has to be received in order to inform the system about the spell
of iuness.

Looking forward to the statistical aspects of the program we expect that we
ti have ahnost complete (it is never 100 percent complete) data on the ufia-
tion of hospital services. This data will afford us the opportunity to have not
only the days of coverage and usage in those terms, but also the diagnosis at dis-
charge and tie procedures which occurred during the hospital stay.

The same situation will exist with regard to use of extended care facilities
where the coverage period is 100 days and where stays in such facilities are included
in the spell-of-illness concept.

However, it is very highly likely that we will not have as complete reporting
of discharges for extended care facilitiw for the obvious reason that some patients
stay in them well beyond 100 days and some of them stay in well beyond a num-
ber of years. Thus our control and our knowledge about this aspect of the pro-
gram are considerably different than they are for short-term hospital stays.

Now let me mention one thing about the hospital data—while we will be
getting 100 percent data for hospital stays, we will not be entering codes for
diagnoses and procedures into the record for 100 percent of the cases. We have
determined upon a sample coding procedure which will code 20 percent of these
discharges. The sampling procedure is based on the social security number.
We will be sampling certain terminal digits of the social security number which
refer to individuals, and whenever a discharge record for those particdar num-
bers comes into the system we will be coding that particular discharge notice and

bill for diagnosis and for surgical procedure.

In the part B program which has been elected by something like 95 percent
of the aged whom we were able to reach to date, the situation is entirely dfierent
with regard to the flow of data.

What has been developed in the part B program is a standard single form
for bilIingpurposes which will be used by physicians and by other medical SUp-
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pliers such as independent laboratones. We feel this form has been a major
advance in the whole area of medical care statistics because it links together in
data form some rather critical items of service. These are the date of service, the
place of service, tie diagnosis or the condition and the treatient or the procedure
which the physician used, as well m the charge for these identified services. And
the concept in this form is that for each date of service and for each visit these five
items of information will be linked together.

The flow of data will be from the physician to the intermediary if the phy-
sician has accepted assi@ent of the bill from the patient, or from the patient
to the intermediary if the physician has not accepted-~gnment and has instead
asked the patient to pay him directly and then be reimbursed by the intermediary
for the reasonable charges for the service.

In any case, all of these bills will go to some 48 or 49 fiscal intermediaries
who are assigned to various geographic areas throughout the country. These
bfi wili not come into Baltimore on a 100-percent basis, but instead we have
specified a 5-percent sample of social security numbers to all intermediaries.
Copie of these bills will be sent to Baltimore for detailed coding of diagnosis, pro-
cedure, and the other elements which are covered by the bill.

The 5-percent sample is a subsample of the 20-percent sample, so that the
same patients will fall into both the hospital and the medical side of the sample
and it will be possible thereby to link these two pieces of information together.

Because the hospital discharge sheet will contain diagnoses at discharge and
the surgical and other procedures, if any, which were provided during the patient’s
stay, this becomes a rather interesting thing about which to speculate. The medi-
cal bill will show the diagnosis and the procedures which the doctor puts down as
those which he provided this patient in that hospital, and we are go;ng to be ex-
tremely interested in seeing what these two things look like when we match them up.

A payment record for 100 percent of these bills is needed in order to deal
with the fiancial aspects of the program. We have added some statistical in-
formation to thii payment record which we think is essential in order to do cer-
tain things which are not poxible with the 5-percent sample.

These items have been added primarily because, while we have a sample of
individuals in the 5-percent sample of bills, we really have no sample of anything
eJsebut individuals. We do not have a sample of the providers of service in the
part B program at aJ1. And we felt that in order to properly understand the pro-
gram’s workin~ and to attempt to evaluate the program we needed to be in a
position to draw other samples with regard to the kinds of care that were being
paid for and provided.

In the 100-percent payment record we have asked for information on the
identification number used by the intermediaries for the physicians or supplia
providing the service, whether the physician was board certified, and what the
physcian considem his specialty to be.

We have also added information as to whether or not the bill was paid to the
patient or paid to the doctor.

What we have in the 100-percent payment record is a sampling frame which
will allow us to look into certain questions about physicians and other suppliers on a
very small sample basis by careful stratification of the data which is reflected in
the payment records, and to go back to the intermediaries and pick up the smd
sampl~ of bills for coding md further study.
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I think it is important to mention that in the part B segment of the program
there is a limitation which is going to be extremely troublesome with regard to
statistics. That limitation is that the patient must pay for $50 worth of medical
services before any reimbursement takes place, so that for all patients who do not
have enough medical service in a particular year to have expended $50 for that
service we will have no information about their medical service use.

When the patient does reach the $50 limit and begins to submit bills for reim-
bursement, he must dso submit the first $50 worth so that the intermediary can
determine whether the bills for that $50 represented reasonable charges in order
to determine that he is reimbursable. And in this 5-percent sample we wiU be get-
ting the fimt $50 worth of bills, but we will not have these bills or this reflection of
use of service where the patient did not reach this level or where for a variety of
reasons he did not submit any bills for reimbursement even though he may have
gone beyond the $50 expenditure level.

Also I think it will be clear that in both parts of the program, but particularly
in the part B segment of the program, the statistics which will be reflected by the
flow of bills will be very dficult to identify for considerable periods of t~ie with
regard to the calendar. In the Blue Shield and other third-party-payer experiences
some 10 percent of physicians do not submit bills until after the skth month follow-
ing the date of service. Based on this knowledge of physicians’ billing practices it
is going to be ficult to relate the data to the calendar without a fairly considerable
lag.

Where we get to the other side of the payment process, where the patient pays
the physician or needs to pay the physician because the physician will not accept
assignment, and then submits the receipted bill for reimbursement, the lag is really
quite unknown and unpredictable, but will undoubtedly be even longer than that
for physicians. Many of these people will have &culty paying the bill and will

take longer periods of time to save the money needed to pay the bill in order to

get a receipted bill to present to the intermediary for reimbumement.
This problem disturbed us sufficiently so that we decided to do something

to ascertain more about what was happening in the program than we would know
wi~ the flOW of bills. On that account we have been working very hard ‘0 ‘~ .

to get into the field by July 1 with an interview survey of sub-, sub-, &ubsample
of the same set of numbers in which we will be asking each one of these people

about their use of medical care services and their expenditures for these services
during each month.

This sample has been selected and these same individuals will be followed
through the end of this calendar year. Each month an interviewer-this we

hope will be the Census Bureau—will go to this individual and attempt to learn
from him his use of covered medical care services during the preceding month.

On October 1 we will have another sample which will carry through for 15

months where again th~e people will be interviewed each month in order to try
to determine from the hterview their actual use of medical care services during
the preceding month.

In using these two statistical approachti, we are defllng on the one hand
with events as they occur on a current bask (through the interviewing technique),
while in the other case essentially we are dealing with a flow of paper as we go
along with the calendar. Thus it will not be until a fair amount of time has
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elapsed that we @ have the great majofity of the bfl~ representingthe services
which occurred during particdar time periods. At that time we can go back and

specifically reconstict the services which were incurred during the calendar
months or any other kinds of time periods.

One of the things that we hope to be able to do from a methodological point
of view to learn more about the whole interviewing process is to match the bfis
which we get for the interview sample with the intemiew data that we get from
the interviewer and attempt to evaluate the success and completeness of the inter-
viewing process.

I think that this gives you a bird’s-eye coverage of what our basic program
wiIl be. Let me summarize. We will have data for the aged on their entire use
of acute general hospitals and on a significant amount of their use of extended
care facilities. We will have data on their use of physicians’ services and on their

needs for laboratory, X-ray, and other services, and how that is used. And we
will be able to link these data not only from these two separate programs, but to the
individuals who are using them. We will be able to relate these data to a popula-

tion which is a known, identified specific poptiation, so it will be possible to create
rates of various kinds and have a clear picture of utilization of services under
this program by the aged.

There are many other things which are elements of the program. This after-

noon at the work smion we will give you a ffler description of the statisticalpro-
gram in tie fom of a handout, and we will also provide copies of the forms which
are really the basic elements of the program, the hospital discharge billing form and
the form which is used in the billing for medical care services.

PLANS FOR HEALTH INSURANCE STAT!ST;CS

1. INTRODUCTION

On July 1, 1966, an estimated 19 r.nil-
lion aged persons become eligible for
health insurance benefits under the So-
cial Security Act—basic benefits provid-
ing payment for the costs of hospital care
and for posthospital care in extended-
care facilities or at home; and supple-
mentary benefits, on a voluntary basis,
providing payment for a substantial part
of the cost of physicians’ services and
other medical care services not covered
by the basic benefits. A means for ob-
taining complete, systematic, and con-
tinuous information about the amount
and kind of health care services used by
the aged and the costs of such services
will also become available for the first
tie as a byproduct of benefit-payment

operations. Another first will be the
availability of data showing where the
aged obtain such services which can be
linked to characteristics of the aged ben-
eficiaries and the providers of service.

The HIB program will thus create the
opportunity for obtaining statisticsof un-
precedented volume and detail on the
patterns of health care of the aged indi-
viduals, providing the basis and oppor-
tunity for research in the field of medical
care to measure the impacts on other
public and private programs, identify
and define program gaps and problems
of extending the system to meet unmet
needs.

Plans for the program of statistics,an-
alytical studies, and research are also
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firmly rooted in the needs, that are now
being defined, for the information that
will become available after July 1, 1966.
Evaluation of the program by the Ad-
ministration will rest in large measure
on analysis of the statistics derived from
progr= operations. In fact, the pri-
mary objective of the projected statisti-
cal program will be to provide data
needed to evaluate the program and to
measure its performance. Needs for
data by organizations and persons other
than the Social Security Administration
will also be taken into account. Obvi-
ously, a wide variety of data will
needed to satisfy all of these needs.

a. Program and utilization
statistics

1. Statistics on the kinds and costs

be

of
specific medical care services used

2.

by the aged, including statistics
measuring and describing utiliza-
tion of hospitals, extended care fa-
cilities, and home health services
(number of admissions and dis-
charges, admission and discharge
rates, length of stay, number and
rate of surgical procedures, costs of
services) ;

Statistics on utilization of physicians’
services (number and rate of visits,
place of visit, nature of treatment,
charges for services) and other
medical services, including labora-
tory tests, prosthetic appliances,
etc.;

3. Statistics on the demographic and
appropriate medical characteristics
(age, race, sex, place of residence,
diagnosis, surgical procedures, etc.)
of beneficiaries using and not using
medical care services under the
health insurance benefits program;

4. Statistics analyzing trends in utiliza-
tion and costs;

5. Statistics analyzing geographic dif-
ferences in the amount, kind, and
costs of services used.

b. Provider statistics

1.

2.

3.

4.

5.

6.

c.

1.

2.

3.

4.

Comparative statistics for individual
providers-hospitals, extended care
facilities, and home health agen-
cies—on variability in utilization
(number of admissions and dis-
charges, length of stay, admission
and discharge rates) and i~ charges
and costs per day and for specified
services;

Statistics on comparative trends in
utilization and costs among individ-
ual providers;

Statistics on characteristics of provid-
ers (size, location, type of services
available, affiliations, accreditation
status, characteristics of staff, etc. ) ;

Comparative statistics for individual
intermediaries on number and rate
of utilization of physician services
and on charges for specific services;

Statistics on operation of utilization
review plans;

Statistics analyzing geographic dfier-
ences in the amount, type, and
costs of services provided.

Operating statistics -

Statisticsfor administrative and man-
agement purposes, including aata
on HIB claims operations and
workloads;

Statistics on processing times, billing
lags, and other time lags;

Statistics on State agency operations;

Statistics on the performance of ad-
ministrative ag~nts, including data
on workloads, productivity, and
costs.

All of these data will be obtained re-
currently as a byproduct of the claims
billing and payment process. This sec-
tion focuses on such recurrent data.
They will, of course, be supplemented as
required by special ad hoc studies and
surveys.
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II. SOME BASIC CHARACTERISTICS OF
THE DATA COLLECTION SYSTEM

There are several items which are
basic to the whole data collection system
and which, to a great extent, define and
delineate the kinds of byproduct statis-

tics that will be available. A brief de-
scription of these key items follows:

a. Records for individuals

Data will be collected and maintained
on an individual person basis. Thus,

the individual and his experience under

the program will be the basic axis of sta-

tistical analysis. Data for individuals

will be cumtiated over varying lengths
of time as desired, making it possible to
obtain longitudinal data over time for
individual beneficiaries.

b. Centralized records

Master records of health services uti-
lized by all aged persons covered under
the HIB program will be maintained on
a centralized basis by the Social Security

Administration. The central record sys-

tem will receive copies of admission

notices from hospitals, extended care

facilities, and home health agencies.

Copies of billing forms will also be re-

ceived at the time an aged person is

discharged from a medical care facility.
Similarly, copies of bills from physicians
for services under part B of the program

will be received by SSA after payment

by carriers.

c. Comprehensive coverage of
specified services

The Social Security Administration

will be in a position to obtain all of the
utilization experience of aged persons for

parts of the hospital benefit program.

Reports of all stays in a hospital or ex-

tended care facility, including stays in

nonparticipating institutions, and days

of care not covered or reimbu~able un-

der the program, will be necess~ to

administer the spell-of-illness provision

in the law.
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d. Centralized statistical
reporting

Concomitant with the maintenance of
central records will be the preparation
centrally of program statistics. Ahnost
all statistics needed by SSA will be ob-

tained directly from copies of hospital
bills or physician’s statements. Inter-
mediaries will not be required to prepare

routine detailed statistics.

ill. SOURCES AND TYIPES OF DATA
(CONTENT OF MASTER RECORDS)

How will HIB statistics be collected?
What will the sources of the data be?
What kinds of information will be col-
lected? Very simply, a file will be estab-
lished of all persons eligible for benefits
under the program. To this file will be
added information about the services
utilized by these beneficiaries. A file
will also be established for all providers
(hospitals, extended care facilities, and
home health agencies). As necessary

and desired, information from this file
will be merged with information about
eligibility and utilization. All of thiS

will be accomplished centrally by SSA.

In addition, intermediaries will be asked
to provide limited and gross statistical
information related to their operations.

a. Eligibility records and
statistics

Administration of the HIB program
will require establishment of a master

record that identifies every aged person

who is eligible for health insurance bene-

fits and that shows whether he is entitled

only to hospiti benefits, to supplemen-
tary medical insurance benefits, or to
both. Eligible persons will be identified

from a variety of sources:

1. OASDI and RRB Records—Old-age
and survivors insurance and Rail-

road Retirement Board beneficiaries

are automatically entitled to bene-
fits under the basic hospital insur-
ance program. Old-age benefici-

aries and their aged dependents will



be identified from benefit paymerl.
records that are now maintained by
the Social Security Administration
and the Railroad Retirement
Board.

2. Application for Supplementary Med-
ical Insurance—Since all aged per-
sons must positively register their
desire to participate in the supple-
mentary medical benefit program,
forms have been sent to all current
beneficiaries to determine whether
or not they wish to enroll in the sup-
plemental program, Their replies
will be made part of the master eli-
gibility record.

3. Applications by Uninsured—Aged
persons who are not receiving social
security or railroad retirement ben-
efits must apply for entitlement to
hospital insurance benefits. At the
same time, they will indicate
whether they wish to enroll in the
supplementary medical insurance
program. They will be identified
a~nd added to the master eligibility

record as a byproduct of this proc-
ess.

The same sources and much the same

procedures will be used to maintain and

update eligibility records—i.e., to add
the newly aged, eliminate those who die,
identify those who withdraw from the

supplementary program, keep track of
those who move, etc.

The mmter eligibility record plays a
very important role in the statistical pro-

gram. First, it is the source of informa-
tion and statistics on the demographic
characteristics-age, sex, race, place of
residence~f each aged eligible person.

Second, since it identifies individuals eli-
gible for part A benefits only, for part
B benefits only, and for both part A and
B benefits, it serves as the base for the

computation of various utilization
rates—rates for all aged persons, for

selected subgroups, such as public assist-

ance recipients, railroad retirement bene-
ficiaries, and other major groups.

b. Utilization Records and
Statistics

As previously indicated, each use of
services under the HIB program will be
recorded centrally in a master utilization
record maintained by the SSA to meet
administrative and operating needs.
However, the amount of information to
be recorded for the basic hospital insur-
ance program differs from the amount
of information to be recorded for the
supplementary program. As a result,
the way in which data will be collected
for the two programs also differs and is
described separately:

1. Hospital and Institutional Utiliza-
tion—Each episode of hospitaliza-
tion, each use of extended care facil-
ities and of home health setices by
each individual beneficiary will be
recorded in the master records.
The information for the record will
be derived from admission notices
and billing forms that will be sub-
mitted by participating facilities
every time an aged person is ad-
mitted and discharged. The rec-
ord will be serial-type-i. e., detailed
information will be added sepa-
rately to each individual’s record for
each utilization episode. In this
way, a history will be built up for
each individual thatiwill permit any
summarization or cumulation need-

ed or desired.
The basic unit of data input to

the record is the billing form.

What information for statistical use

will it provide? Without listing
each item in detail, the more” signif-
icant information are summarized
below:

a. Period of use—date of admission
and of discharge, length of
stay, discharge status;

b. Diagnostic information—all of
the diagnoses shown on the
hospital discharge sheet, al-

though only the primary diag-
nosis will be coded for a 20-per-
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cent sample of beneficiaries
and tabulated routinely;

c. Surgical inf ormation—all of the
surgical procedures performed
during the period covered by
the bill, including the dates for
each operation; if multiple
procedures are reported, only
the “most significant” will be
coded for a 20-percent sample
of beneficiaries and tabulated
routinely;

d. C h a r g e information—total
charges, covered and noncov-
ered charges for the episode
and source of payment; non-
covered charges will show sepa-
rately amounta covered by the
deductible and amounts cov-
ered by coinsurance provisions
of the law.

2. Utilization of Physician’s Services—
The process for obtainitig statistics
relating to physicians’ services under
the supplementary insurance pro-
gram will differ from that described
above under the hospital insurance
program. Statisticswill also be de-
rived from copies of bills+ither
the physician’s own statement or a
billing form. However, in this
area, the statistical process and rec-
ords will be separate from the ad-
ministrative records and process.
The reason for this separation is
that copies of all physicians’ bills are
not needed for administrative and
operating purposes as the spell of
illness provision and other limita-
tions do not apply to physicians’
services with the exception of out-
patient psychiatric services. As a
result, statistics on physicians’ serv-
ices will be obtained for a 5-percent
sample of beneficiaries.

It is clear that for statistical pur-
poses the information needed is the
diagnosis or condition being treat-
ed, the date (s) and place(s) of
treatment, a description of each

service or procedure performed,
and the charges involved. It
should be emphasized that the re-
porting configuration which is es-
sential for statistical purposes will
provide direct relationships be-
tween time (s), place (s), proce-
dure(s), and charge(s) and the
specific diagnosis or condition in-
volved. In other words, the system
is intended to provide data on num-
bers of visits to physicians made by
individuals and to relate them to
the conditions being treated, the
nature of the treatment involved,
and the charges for the services.

These requirements relate specif-
ically to medical treatment regard-
less of place of treatment. The
requirements where surgery is in-
volved will be less detailed in that
specification of the date and place
of each “visit” is not meaningful or
applicable. For surgical cases, the
statistical requirements will follow
current practices in the field-i. e.,
since surgical care is regarded as a
unit, including preoperative and
postoperative care, counts of visits
for such cases will not be mtin- ,
tained.

One other major difference be-
tween the procedure for obtaining
hospital statisticsand that for physi-
cian statistics is that complete re-
porting of physicians’ services will
not be possible due to the $50 de-
ductible that must be met before an
~dividual’s doctors’ bills may be
paid under the supplementary in-
surance program. As a result, the
statistics will cover only those per-
sons who have more than $50 of
physicians’ bills during the year.
Special studies will be required to
measure the amount of use involv-
ing lessthan $50 annually.

c. Provider records and statistics

Every hospital, extended care facility,
and home health agency that wishes to
participate in the HIB program will

62



need to file an application for this pur-
pose. This application will be used by
the States in certifying providers for par-
ticipation in the HIB program. The
application forms will also provide de-
tailed information about each provider
for statistical purposes. The iterns to be
used statistically will include:

1.

2.

3.

4.

5.

6.

7.

8.

Geographic location (State and
county) ;

Number of beds;

Type of control (nonprofit, proprie-
tary, State, county, city, etc. ) ;

Types of services provided;

Accreditation status, medical school
affiliations, identification of ap-
proved training programs;

Characteristics of the staff including
figures on number of physicians,
registered professional nurses, quali-
fied speech therapists, home health
aides, licensed practical nurses, and
other skilled medical care person-
nel;

Number of admissions and discharges,
number of patient days, and num-
ber of pe~ons served each year
(both total and those covered by the
HIB program) ; and

Reimbursement rate.

This infomtion will be recorded in
SSA records and WU be updated as
States periodically recertify providers.
Data will also be updated from annual
or semiannual financial cost statements
furnished by each provider. In addi-
tion, records for new providers will be
added to the files and those for providers
who leave the program will be elimi-
nated.

Obviously, these records will be the
source of a variety of statistics dealing
with the characteristics of hospitals,
nursing homes, and home health agen-
cies participating in the HIB program.
Over be, the data will show changes in
the types of services offered by partici-
pating hospitals and other institutions as
well as changes in the number and kinds

of medically skilled personnel they em-
ploy. Data from these records com-
bined with utilization data will show the
types of medical facilites in which the
aged get their care as well as the extent
to which the characteristics of various
providers are related to differences in the
amount and kinds of services used by the
aged.

IV. ANALYTiCAL STUDIES

In addition to providing basic pro-
gram operation data on a recurrent basis,
the statistical program is being designed
to provide the basis for a variety of spe-
cial analyses and analytical studies to
evaluate the program and measure its
performance. The Administration, the
Congress, and many outside groups will
be concerned with assessment of the pro-
gram operation and achievements in
terms of the goals of the program to pro-
tect the aged persons against the cata-
strophic costs of hospitalization and ill-
ness and to provide quality hospital and
medical care in the most efficient and
economical manner.

A series of studies are planned to ana-
lyze the utilization experience, charges ,
and costs, provider and beneficiary ret-
orals, carrier operations, and the eco-
nomic and social data available from the
HIB records to provide knowledge for
evaluating the program’s attainment of
its purposes and to determine the need
for legislative changes to facilitate effec-
tive operation.

The following are several examples
and illustrations of the type of analytical
studies to be undertaken:

a. Studies of the effectiveness of
administration

1. Role of Intermediaries—The basic
responsibility for administration of
the program rests with the Secretary
of Health, Education, and Welfare.
Within WIS authority, primary pro-
gram and administrative responsi-
bility will be with the Social Security
Administration, which will use ap-
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propriate State agencies and inter-
mediaries nominated by provide~
of services to assist in the admini-
stration of the program. Under
the hospital insurance plan, groups
of providers, or associations of pro-
viders on behalf of their members,
may nominate a national, State, or
other public or private agency or
organization to serve as fiscal inter-
mediaries between themselves and
the Federal Government. The
intermediary will detetine the
amount of pafients due upon pre-
sentation of bills from hospitals and
other institutional providers and
will make such payments.

Studies will be undertaken to
analyze the operations of these
intermediaries with respect to the
effective and efficient operation of
the program. Differences among
carriem in their operating costs,
methods of payments, procedures
for claims review, billing lags, and
other administrative responsibilities
will be reviewed and analyzed in
detail.

2. Determination of R e as o n a b 1e
Charges—Where payment is on the
basis of charges for physicians’ serv-
ices and medical and other health

services, the intermediaries or car-
riers are to take action to assure that
the charge on which the reimbursem-
ent is based is reasonable and not
higher than the charge used for re-
imbursement on behalf of the car-
riers’ own policy holder or sub-

scribers for comparable circum-

stances. In detefining reason-
able charges, the carriers will have

to consider the customary charges

for services generally made by the
physician furnishing the covered

services, and also prevailing charges
in the locality for similar services.

Studies will be conducted of the
geographical variation in actual

charges for physicians’ services for

comparable procedures as related to

characteristics of beneficiaries and

providers. These studies will give
some clue as to the extent to which
the carriers are effectively carrying
out this important function and
provide a basis for special studies.

3. Utilization Review—Hospitals and
extended care facilities participat-
ing in the hospital insurance pro-
gram will be required to have in
effect a utilization review plan pro-
viding for review, on a sample or

other basis, of:

a. Admissions of beneficiaries of the
hospital insurance program to
the institution;

b. Length of stays; and

c. The medical necessity for services

provided and facilities.

Statistical studies will be required
analyzing the variations in institu-
tional stays for comparable diagnos-
tic categories in terns of geographi-

cal location and type of institution
to evaluate the function of utiliza-
tion review.

b. Analytical studies relating to
specific provisions of the Iaw

1. Recertification Requirement—The
law provides that the physician re-

certify each case of inpatient hospi-
tal service no later than the 20th
day of the period that the services

are required for an individuals
medical treatment. This recertifi-
cation requirement will be analyzed

in terms of its effect on inpatient

hospital stay, according to type of
hospital, geographical location, and
the distribution of actual days of

stay in various hospitals.

2. Spell-of-Illness Requirement—Inpa-
tient hospital and extended care

setices within specified Iixnitations

are provided under the law for each
spell of illness. The term “spell-of-

illness” is defined as beginning the

fimt day (not in a previous spell of

illness ) in which an individual is
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3.

I 4,

furnished covered inpatient hospital
or extended care services and end-
ing with the last day of the first 60
consecutive day period during
which he was not an inpatient in a
hospital or extended care facility.

Studies of the impact of this require-
ment will be made in terms of the
average duration of spells of illness,
number of beneficiaries who ex-

haust benefits during single spells of
illness, average duration of time be-
tween exhaustion of benefits and be-

ginning of a new spell of illness, and
the percent of total costs of care in
hospitals not covered because of the
spell-of-illness concept.

Reasonable Costs—Payments to pro-

viders of service under Part A ‘will

be made on the basis of reasonable

costs of the services furnished. The

costs of services in hospitals and ex-

tended care facilities vary widely
from one institution to another re-

flecting differences in quality and

intensity of care. Reimbursement

rates and the method for determin-

ing reasonable costs will be ana-
lyzed in terms of geographical

variatio~s, type of facilities, and

services provided.

Transfer Agreements—One of the

conditions of participation for an

extended care facility is that it must

have a transfer agreement with at

least one participating hospital (ex-

cept under special circumstances).

A transfer agreement is one wKlch

provides, in writing, for the trans-

fer of patients between the hospital

and extended care facility whenever

such action is medically appropri-

ate, as determined by the attend-

ing physicians. Analysis will be

made of the varying types of trans-

fer agreements, how this require-

ment is implemented on a geo-

graphical basis, and its effect on

patterns of care received under the

program.

5.

c.

1.

2.

Limitation of Inpatient Mental Hos-
pital Care—There is a lifetime
limit of 190 days of covered services
in psychiatric hospitals. Psychi-
atric care in general hospitals,
however, does not count against the

190-day lifetime limit. Statistical
study will be undertaken to deter-
mine the number of persons who
exhaust these benefits, the number

and extent of psychiatric services in

general hospitals, and emerging
trends in this area.

Analytical studies related to
utilization and costs of health
services

Utilization of Hospital and Medical
Services—The availability of a pop-
ulation base will permit the calcu-
lation and presentation of a wide
variety of utilization rates for popu-

lation subgroups. In addition to
the utilization data, the basic statis-
tics will include data on total and
covered charges for the various

types of services. The potentiali-
ties for combining and cross-clas-

sifying utilization data by the

characteristics of beneficiaries and

providers of services open new vistas

for analysis and study of variations

in patterns of use of hospital and

medical services and the: factor:

affecting such variation including

geographical and socioeconomic

differences.

Longitudinal Studies—The availabil-

ity of statistical data on utilization

of hospital and medical services for

each individual beneficiary pro-

vides the opportunity for longitud-

inal studies of the patterns of cov-

ered services received by individ-

uals over time. Individual use of

services can be followed and stud-

ied beginning at age 65 (or the start

of the program) in terms of the’

characteristics of the beneficiaries

and the type and extent of services.

received.
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3. Provider Experience Under the Pro-
gram—The considerable fund of
data relating to the characteristics
of the providers of service, their re-
imbursement rates, and the utiha-
tion of their services will provide
the basis for a variety of studies.
Studies will be undertaken to deter-

mine where beneficiaries in a given
geographic area receive their medi-
cal services and where hospitalized
persons come from. The availabil-
ity of hospital and medical facilities
will be examined in terms of the
adequacy of existing facilities for
purposes of the program.

Mr. WOOLSEY. Every time I hear Howard speak about this, he speaks with
greater confidence that it is all going to come about, and at this point I really think
it will.

As you can see, it is a terribly intricate system. But it does appear as if for
one important group of the poptiation we are going to have a large volume of data

on medical care. As I say, it sounds terribly intricate, md I believe that one is
going to have to understand the system very thoroughly in order to interpret the
data. But as is quite proper, it is primarily designed as an int~gence system, as a
monitoring system for the needs of the program.

But I hope that when it alI settles down and is working properly we will have a
series of publications that will be designed to serve the needs of public health. It
certainly is another situation where it behooves us to really study and understand it
and to try to make our own data compatible with the provisions of this significmt
act.

As an old time bureaucrat, I am completely astonished, thrown off my stride,
and extremeIy pleased to find such a person as our next speaker occupying high

office tithe Department of Health, Education, and Welfare. It isn’t that we have
not had wise and excellent people in thae positions before; but we seldom have
had the opportunity to deal with a person who from the outset has had such a
broad understanding of our problems, and I think I can speak not only for the
National Center for Health Statistics but for the whole Public Health Service in
this regard. Furthermore, from my own experience he is a man who listens and
rapidly absorbs ideas that are new to him. In short, it is a pleasure to have him
in the hierarchy of people under whom we work.

I have a long currictiurn vita on Dr. George Silver, and I am not going to re-
view the whole of it. I have a long list of publications as well. I am particularly
interested, however, to note that in the course of his career—this is something I
had not been aware of—he was health officer of the Eastern Health District in the
Baltimore City Health Department. This is one of the places where health sur-
veys and morbidity studies really had their origin. I am sure he must have been
somewhat in touch with those activities when he was there.

So it is a great pleasure for me to introduce the Deputy Assistant Secretary for
Health and Scientific M* of the Department of Health, Education, and Wel-
fare, Dr. George A. Silver, who will speak to us on extending the range of usdul-
n= of vital and health statistics.
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Federal-State Partnership in
Medical Care Statistics

Dr. George A. Silver, De@uty Assistant Secietary for Health and

Scientific A#airs, Department of Health, Education, and Welfare

I am not quite sure I know how to respond to that introduction. You might
say that it will be one of the instances in a public address where the introduction
outw:ighs the volume or the value of the presentation (and maybe it is not such a
rare situation). But thank you anyway.

I am very happy to be able to participate in a program of this kind because
the matters that are under discussion have been of great interest and concern to
me and, I know, to many others for a number of years. I think that the emergence
of health services as a prime area of concern has made the discussion even more
valuable and even more important.

It was not too long ago that the development of policy in the improvement of
health services was pretty much limited to conceptualization without much refer-
ence to any factual base. Serious students had opinions, but decisions were

reached empirically. I say this despite the fact that collection of public health
statistics as a governmental responsibility is now well over 100 years old—109 years,
I W.

It was mentioned quietly among statisticians, if not more loudly in other
places, that for all practical purposes statistia were “kept” rather than “used.”
At the same time, too, the quality of the statistics collected was rarely questioned.
The fact that they existed and were somewhere on fde was generally considered

enough. I do n;t have to tell you times have changed.
And being the fourth speaker on the panel gives me an opportunity of saying

that it is a good thing that we do not have Government speechwriters because
then Ted and I could have been accused of having used the same writer to save

time by giving us the same speech. As it is, we apparently both worked inde-
pendently and came up with the same conclusions. So you will forgive me if what
I say has in it a considerable amount of what has already been said.

Changing times have made it almost a truism for me to say that we need
accurate, refiable data to provide the basis for planning. This is generally

accepted.

We need similar information to provide support for policies that are proposed
and to encourage public action, to provide proof of the efficiency of one or another
programs in operation or activities under consideration. And thae are not O~Y

governmental demmds, but they are also private institutional demands.
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We know that we must have data to provide the raw material for support

lec@lative proposals and that these data can stir the Public and legislators to.
appreciate community needs and to weigh possible resources; to determine where
we are going and what more we need to do. PPB, program planning and budg-
eting, is now a governmentwide task, not a theoretical concept.

Let me say in passing that this recognition and acceptace are due in no
small part to the tireless efforts and ima@native leadership the National Center
for Health Statistics has given the field.

So we know that we need good data. We know we need statistics of such
quality that they can form a reliable base for the structure that we hope to
build. The softness and questionable character of much of what has passed for
valid statistical information are coming to be recognized as a prime source of defect
and error in planning.

In this connection I W not elaborate on it, but I think I should mention the

need for better and more widespread use of modern data storage and retrieval
devices in medical care institutions. We have to come out of the era of handicraft
economy.

I think you will grant me, too, that the statistician has reached a new eminence
in our society and that statistics have reached a new plateau of power. The
statistician is the expert, par excellence, without whom decisions cannot be made,

and his data are the tools with which policies are fashioned.
Let me briefly review with you some of the areas in which we have a concern

and in which we would like the extension of statistical information to take place.
Let us look at the impact statistics can have and relate this to the Department of

Health, Education, and Welfare’s position on what has come to be known as
“creative federalism.”

Secretary Gardner’s new HEW is determined to play an active role in the
formation and promulgation of national health poficies. The Federal department

will pursue vigorously the objective of fostering programs to improve the health
of all the people. To this end, a great deal of information will be required.

Health services statistim on a national scale presuppose a strong Federal-State

partnership. This is to be a two-way street in which duties and responsibilities are
shared and in which necessaq infomlation is jointly acquired and jointly used.

What I say, therefore, about government is not an effort to paint a picture of
a monolithic Federal statistical agency which pries into every nook and cranny of

health service operations in the country and banks data in huge computers. We

must think in terms of a real partnenhip in which National, State, and local
governments, as well as private agencies, participate to the maximum of their

capabilitim, in which the partners are supportive and complementary, with a
mutua~ty of information gathering and information using.

Both Federal and State partners have important and distinct roles to play,
because there are some statistical matters with which only one or tie other can

appropriately deal. Data collection on a national scale and data storage on
a national scale are Federd functiom. But there are many other matters in which
only a very experienced and devoted cooperation of State and local authorities
can make available refiable, accurate kfomation ~ depth about important health
service functions. .
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With regard to Federal policy and the data needs that require an extension
of the range of collection of information, I would say that the first need for
stretching the data collection mechanism is to establish what current informa-
tion is either sketchy or absent. We recognize that in G country our delivery
of health services is something I* than optimal for some segments of the popu-
lation; the poor, minorities, the disadvantaged of one SOrtor another, and those
who live in rural areas do not have access to 20th century modern medicine.
Under the bezt of circumstances, American medicine is neither organized nor
equipped to deal with all the population of this country in a manner befitting the
present range of knowledge and scientific accomplishment. This is true even
for some in the middle income groups or the well to do.

We want to bring a greater range of e%ciency to medical care organization
and delivery. In the process, we must examine what we are doing and where we

are going with a view to making the maximum efficient use of our manpower and
resources. These matters require more accurate and more adequate statistical

information.
If, for example, we are going to plan for the improvement of the health man-

power situation—probably the most critical area of health service needs in thii
country today—or if we are to plan for improvement of health facilities, we need
more precise data. If we are gotig to place more emphasis on delivery of medical

services to children or to minority groups (as we have done in providing a special
program with emphasis on care for older people), we must have data that will
suppoti the recommendations, the propos~, and the potentiallyvery expensive

and complex plans that will be devised.
At the moment, for example, within the Department of Health, Education,

and Welfare, a number of program groups are at work analyzing the kinds of
health problems that can be identified and establishing a series of priorities for

dealing with these problems. In addition, decisions will presumably be made as to
the allocation of resources in men, money, and mortar to deal with the problems.
Firm, sound statistical information is essential to rational dectilonmaking in thae

areas, since eventually legislation will be proposed from the conclusions. And we
have found that not all the information we must have is available.

Our present data on health manpower are quite sketchy. Our present
information about health needs for different community groups is inadequate.

And our knowledge of the use of resources is particularly lacking. As a corollary
to this, planning for manpower or facilities is dependent in no small degree on the

ways, and conditions, of delivery of service. If we do not have an accurate index

of what that situation is, we cannot plan.
It is not only in the area of specialized information, such as health man-

power or health facfities, that more adequate and more accurate data are required.

We need to know about special problems that exist in various communities of the
United States so as to make it possible for us to develop pro~ams to meet these
special problems.

In the Congress today, several legislative proposals have been introduced to
provide facilities and resources for dealing with the problem of drug addiction. IS
anyone here prepared to state precisely what the dimensions of the problem may
be? Should $500 milhon be appropriated on a guess as to need? Yet thii is o~Y
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today’s problem. I do not know what tomorrotis will be. But it will be some-
thing different from what we expected and something about which precise,
accurate, reliable data shotid be available.

On Jdy 1, Medicare goes into effect. Howard Wmt has told us something
of the way in which they tooled up to cope with it. A vast amount of data col-
lection will be carried on by the Social Security Administration. Another hdf
dozen agencies are engaged one way or another in collecting data with regard to
the impact of this new act when it goes into effect.

The coordination of information between the Federal, State, and local
agencies, fical intermediaries and the res~ is vital to provide an appropriate base
so that after a period of time the impact of medicare in all its ramifications can be
evaluated.

In the Congress now gestate a number of bills which mayor may not become
law before the end of this session. Each of them carries within it the seed of
added data necmi~.

I have in mind, for example, the proposed allied health professions bill for the
support of teaching programs to produce more technologists. Do we know the
extent of the need for this type of trained person, who represents a higher order than
the technician, and who will be the teacher and supervisor subprofessional people
need? How many of these people do we need and where can we use them?
What is the basis for suggesting that 2,400 additional places be created? Why not
240, or 24,000? Many other bits of information are lacking. How many tech-
nicians can a technologist supervise? What does this mean in terms of the cost
and operation of laboratory facilities? Where and in what States are the particular
needs that make it d&able to locate training programs in this or that place?

Other bills are pending. There is the hospital modernization bill, After a
survey, about a third of the hospital beds in the Nation have been declared in need
of modernization. What does this mean in terms of hospital efficiency? What
kinds of data have to be collected in order to demonstrate that $3 bfion is fairly

close to what might be spent effectively? How much more Iocd data are required
in justifying this estimate?

Another piece of legislation carries with it an absolute mandate for compre-
hensive planning; without this no State would be eligible to receive formula grants

which will be used to subsidize pubfic health services. No more categorical grants
are to be made. What kind of a burden will this put on the statistical system of
the county, city, or State?

The international health bill caties requirements for development of pro-
grams for the eradication of many diseases in large parts of the world. How much
do we know about these areas and what is the extent and range of activity that is

required? Of course, these data transcend national capabilities, but they under-

line the farflung needs. Collaboration in data collection on an international scale
is a necessity. An international organization for data collection can help us not
only to provide better and more usefti service in other countries but also give us
clues about our own country.

In all of this legislation, the emphasis is on what kind of services people need,

who delivers them, how they are delivered. The focus has pawed from counting
bodies or births to counting the whole wide range of actions and events that com-

pare the organization and delivery of medical services. t
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Some of you are no doubt a little bewildered by the emphasis that I am putting
on medical care data. Vital statistics is an understandable responsibility; health
statistics in general, an understandable responsibility. Isn’t medical care data
collection too much of a refinement? Shoddn’t it be restricted perhaps to re-
search programs, to project ~ants?

The refinement is necwary because the complexity of modern health service
requires close and explicit attention to everything that happens to people in the
health area, not simply whether the illness that a man suffers from is understandable
in microbiological terms and definable on a morbidity or mortality report sheet
but ako whether it is understandable in sociological terms.

Once we have recognized that the impact of disease is related to what happens
in the whole community, we are prepared to accept and deal with d~ease in terms
of the whole community.

It maybe that what we are finding out is that statistics has ceased to be the
prerogative of a public health oriented statistician. Today the orientation hm to

be toward the interrelationships in society which demand statistics based on
sociological, economic, anthropologic, and even political scientific factors. Wel-

fare, housing, education are intimately related to health, and the data co~ected
have to be related to them. This means, more than ever, interdisciplinary coopera-

tion in design of data collection, in interpretation, and in use. The statistician
has an increasing responsibility to establish close working relationships with other
health-related disciplines.

And if this were not enough, there is on the horizon a host of other problems

with which we have flirted in the past, r=pecting their influence on, or relation-
ship to, public health, but which now suddenly demand priority consideration.

Family planning and population problems are one example. Atone time we

were concerned with these as appropriate only for consideration in developing
countries. Now we must think in terms of local health department family plan-

ning services.

Alcoholism is another example, The President, in his health message to the
Congress, outlined precisely what the role of the Department of Health, Educa-

tion, and Welfare would be with regard to alcoholism, and that role included vastly

more responsibilities. Alcoholism has long resisted the efforts of the medical

profession, as well as social and municipal services. The fines .~falcoho~m todaY
is still shrouded by the prejudice and ignorance that a century ago surrounded the
mentally ill. Statisticians must give thoughtful consideration and extend coopera-
tive efforts in helping with the prevention, treatment, and control of this disease.

Another is se~egation, which I have no doubt shodd be considered a major

killer, since all the data we have at our d~posal indicates that being a member of

a dark minority is not conducive to good health or to a long life in this country.
How much more can be obtained in the way of precise, reliable information
that will aid us in dealing with this disease as we have dedt with other diseases

in the past?

Specifically relating to the delivery of medical care is the problem of quality.
More information is needed to dmign quantitatively sufficient services and organi-
zational patterns, but even more is required to improve the quality of medical care.

There are so many gaps in our information in this area. Standards have to be
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developed; cfiteria of health must be designed. Furthermore, in what way can
statisticians help us in building quality control into health service programs?

These questions need to be answered to define the role of data-collecting
agencies. New and experimental pro~ams are beginning every day. What are
we doing to collect the information that will make it possible for us to evaluate
th~e new programs?

Within the pmt few months, the Office of Economic Opportunity has begun
to subsidize novel and imaginative programs of medical care delivery-the neigh-
borhood health centem. It W be important to OEO, to the people working
in these new experimental units, to the profmsiona.1 community, and to the country
as a whole to know within a relatively short period of time the value or lack of
value in this new type of medical care delivery service. Statistical units need
to support three newly developed programs to provide the base for evaluation and
future planning.

I am asking, in effect, that statisticians play an active role not ody in collect-
ing data, but in seeing to it that appropriate data are collected, and that appropri-
ate systems and amangements be made for collection.

In summary then, I would say today the statistician has a responsible role:

1. To provide the information from which communities can plan for medical
services.

2. To provide the information as to the effectivenew of community health services.

3. To aid in the evaluation of the quality of these services.

4. To develop tools for providing the substrata on which innovative medical pro-
grams can be built.

5. To participate in the special problems that develop as one generation passes
to another.

6. To cooperate with other disciplines in developing the tools that are needed for
the growth and development of medical care services.

7. To create a stable base from which information from the lowest level can be
transmitted usefully and accurately to the highest level and where material
collected nationally and internationally can be used effectively at the local
level.
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Mr. WOOLSEY. Thank you very much, Dr. Silver.
I think Dr. Silver has given us a look at the Department’s attitude toward

the function of government at all levels in the delivery of health services.
I am particularly impressed by the Department’s attitude toward the role

of statistics in the process of planning. We have had a good deal of evidence of
this in the past few months, and Dr. Silver has referred to it again. We feel it
is a very healthy sign that there are people in the Department who are looking
at our data and making use of them the way I think that data should be made use
of—in looting at the magnitude of problems, in trying to discern different courses
of action and to evaluate the cosfi and the benefits, and in general using data to
make the whole decisionmaking process more rational.

I wish I could believe everything that Dr. Silver says about the role of statis-
ticians and their ability to perform these functions that are being put upon us.
Some of the methodological problems posed by some of these new programs, and
producing data for them, are extremely difficult.

When he refers to statistics and drug addiction, I throw up my h~ds. I still
do not know how we are going to go about this.

As to alcoholism, we may have made a little pro~e~. But we still have a
long way to go.

The tooling up time is very long. But I think that our attitude is the
thing that matters. We should have an attitude to<]ard these problems of looking
for ways of doing them, not of finding reasons why we cmnot do them. Now, this
is a subtle but important dfierence. We must be concerned, not with picking
out reasons why we cannot do something, but looking for ways of doing it.

I want to thank you very much, Dr. Silver, for joining us this mofig.
Now, Dr. Yoder, you have been sitting here and listening to this, and I

know also that you have been present at a number of the workshop sessions so far
this week. I know that you have to leave before the final sewion on Friday, and
I wonder if you could take a few minutes to tell us about your impressions of the
conference so far from the standpoint of the State health officer and a friend of
the statistician.
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Conference.Week Observations
Dr. Franklin D. Yoder, Director of Public Health for the State of

Illinoti, Liaison Re@esentatiue for the Association of State and

Territorial Health Oficers

First of fl I want to bring greetings to you from the great State of Washing-
ton, from Dr. Bucove, who is president of ASTHO. I think it is very fine that
Dr. Linder has convened the Pubfic HeaIth Conference on Records and Statistics,
and I also want to bring you greetings from our Health Services Administration
Committee. I have heard that term (Health Services) used enough this morning
to know that we named the committee correctly.

And we, of course, want to extend a special greeting to our affiliated organiza-
tion, the American Association for Vital Records and Public Health Statistics,
under the leadership of Mr. be from Wisconsin.

I have enjoyed the opportunity of participating in your proceedings and your
discussions, and I do have some impr~ions which I would like to relate that might
be pertinent to things that have been discussed.

First, I would like to say that I wish that all 54 members of our Association
of State and Territorial Health Officem were here, because I think the people at
a~ative levels and policy levels need to know more about how you folks
work.

I am also happy to see among our group the international guests. I think it
is not ordy, I hope, good for them, but I think it is also good for us to have thtie
internation~ visitors who are interested enough to spend time with us.

I have heard such things as “hard data” and “hardware;’ and I am very
happy to note that in this group there is no such thing x talking about the “big bad
computer” that you read about in the popular press. This group makes the com-
puter work for man. There is no question about it. I think that is indicative of
your attitude toward contributing to humm progr~. I have even heard some
mention of “stochastic models” and how this might be useful in bringing hard data
to administrator for their use in health decisions for PPB, as Dr. Silver says.

I have heard it said that you cannot “piggyback” everything and that it is
important, in beginning to survey, that you be able not just to talk about your ob-
jectiva but to set them down in writing.

The most difFicdt problem, I prmume, as you said, is the statement of the
question. I did not learn exactly how, but I know you need to anticipate the
types of tables, graphs, and conclusions you want before the statement of the
question k fia.1. That seems to be somewhat controversial, but I can understand
that most of you, being very competent in your field, do have in your own minds
what you want in the way of tables, graphs, and, perhaps, some of the conclusions. .
Someone said some of them u be reversed if the data so demonstrate.
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I understand that “serendipity” is somewhat of a rarity in terms of statistical
surveys. Well, I do not know about that. I do believe it is important that we
acquire more base data, and I think we are going in the direction of having more
information about human beings because we must in the fial analysis bring the
collection of health data down to the individual. I think Dr. Linder’s article in
Scientific Amerz”can points thii out very nicely. And we must have much more
scientific data about the individual, but it has to be gotten down and used and has
to be used in such a way that it contribute to positive health.

Dr. Kerr White talked about retilon of morbidity data. As health programs
impmve, morbidity data must be changed, because the definition of health in it-
self is perhaps one of the most difficult questions we can consider.

If there were time, I could spend a little bit of it detailing my own idem about
a Nielsen rating technique for public health. You all know how the Nielsen
rating fiecs TV shows. But I think we need to be wired in to everybody some
way, to find out not ody how they are but what they do and how it relates to the
level of the public’s health.

I heard about “buying the most information per dollar,” and I think this is
very good that we think in these terms because the science of economics is import-
ant in making dections in the public area where there is competition for the
tax dollar.

I think it is true that there is an impact of the survey technique on the

measurement of the very thing that you are trying to measure. 1 glleSS this is
skewing the curve by the way you measure.

And I heard some good discussions on “standard error,” computation
sampling response error. All of these are very interesting questions. The question
of “homogeneous and heterogeneous interviewed and respondents” became quite
warm in one *on.

Well, in closing I wodd like to mmtion that—this is somewhat repetitious,
but I think it is important+enate Bill 3008 is very important to the future of
public hdth, especially to State (departments) and local health departments
which are in need of strengthening. I believe it is “creative federalism” at its best.
It puts a ~eat responsibility back to the States and Irxalities where it properly be-
lon~, and I think this legislation will bring D-Day for us, those of us in State and
local health work.

I would also like to leave the thought that we in Illinois, I hope, will have one
of the fimt State centers for health statistics, and we look forward to meeting with
you someday to discuss that.

Mr. WOOLSEY. Thank you very muc~ Dr. Ytier, for th= observations.
I hope you will carry our greetings back to the ASTHO, Wd I am sure that the
-Proceedings of this Conference will be made available to the health officers for their
perusal. These sessions ar~ for me, a l-g p-=. I really enjoy the oppor-
tunity to hear from people from other parts of the country and from other dwi-
plines, and to get a strengthening and a new vision of where we are going. AS Dr.
Yoder said, this ~ as if it is D-Day for us in the Federal Government as well as
in the States. I have found this session particularly valuable as a learning ex-
perience myself, and I hope the rest of you have.

I want to thank our s~akers for their contributions this morning. And I

will declare this second general -on closed.
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SPECIAL SESSION

Presiding
Mr. Todd M. Ftier, Chief, Planning, Research, and Statistics Divi-
n“on, Dtitrict of Columbia Department of Health

I welcome you to b Special S~sion on Health Statistics in Metropolitan
Areas.

This is a rather vague title, intended to give us the maximum flexibility from

this platform. We have not had the opportunity to converse on this topic during
the 2-year period and I am not really sure what viewpoints will emerge today.

The format of the afternoon will be as follows. Representatives from metro-

politan areas will pr~ent their viewpoints on the health statistics problems in these
areas. Then representatives from the Federal Government will speak to us on
some of the things that are planned by” the Federal Government to assist those of
us who work in metropolitan areas in carrying out our obligations. Following
that I would hope that the panel might have opportunity for discussion and then
open the discussion to the entire group.

I would Iike now to introduce the members of the panel. On my left is
Mr. James B. Swayne, Chief of Public Health Records and Statistics, County of
LOS Angeles Health Department, California, who represents a standard metro-
politan statistical area that consists of two California counties with a population
of about 6.7 million. Mr. Swayne earned his M.A. from the University of New
Mexico in 1936, and has supplemented this with studies in public administration
and government at Syracuse and the University of Chicago. In 1953 to 1965
he was Chief Public Health Statistician, Los Angeles City Health Department,
and when the city and county health departments were combined in 1965, he
mumed his present position. He is a member of the Standing Committee of we
Public Health Conference on Records and Statistics and is currently acting as
prddent of the California Conference of Local Public Health Statisticians.

Next, Dr. Mildred Kantor, Director of Vital Statistics, St. Louis County
Health Department St. Louis, Missouri. Dr. Kantor represents the St. Louis,
SMSA which contains some 2 million people. It has one central city with three

Mkti counties and two Illinok counties. So we are beginning to see difFer-
ent type of SMSA’S emerging. I want to emphasize that I appreciate the fact,
as I am sure you do, that thwe people are not here representing their SMSA’S,
but this is the arena in which tiey must work. Dr. Kantor is a sociologist who

took related studies in statistics at the University of North Carolina. She served

with the St. Louis County Health Dep~ent from 1956 to 1961, when she as-
sumed her pr~ent positionthereas Directorof Viti Statistim.

N-is Mr. James F. King, PublicHeal& Ana,lystfor the Division of Public
Health Methods, Office of the Surgeon General, pubhc Health Service. ‘
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Our next member is Dr. Herbert Domke, Director, Allegheny County Health
Department. He is here today not as a health officer, and not as an epidemiolo-
gist, but as a fellow statistician. He received his doctor of public health degree
in biostatistics at Harvard in 1959, his M.D. at the University of Chicago, and his
M.P.H. at Harvard. In 1959, Dr. Domke assumed his present position. The
Allegheny County Health Department is situated in the Pittsburgh SMSA, which
in 1960 had a poptiation of 2.4 million. It consists of four Pennsylvania coun-
ties-again a variant pattern of an SMSA. Dr. Domke hm served in the Public
Health-service as a r~erve commissioned officer. He is a member of the Surgeon

General’s Advisory Committee on Urban Health Mairs and the Advisory Com-
mittee on Community Health Services. He is a trustee and member of the
Executive Committee of the U.S. Conference of City Health Officers.

Next we have Mr. James Miller, Chief, Office of Program Planning and
Evaluation, Division of Indian Health, Public Health Service.

And next is Mr. Robert Israel, who joined the staff of the National Center
for Health Statistics, Public Health Service, on May 16. From 1959 to 1961,
Mr. Israel was a biostatistician with the Maryland State Health Department and
from 1961 to 1966 held the position of Chief, Division of Statistical Research
and Records, Maryland State Health Depwent. He is here today not as a
recently appointed Federal employee, but in the capacity of one who is quite
familiar with metropolitan problems at the State level. Mr. Israel comes from
a State that has two metropolitan areas, one located entirely within the State, and
one that h= two of its counties mociated with the District of Columbia Standard
Metropolitan Statistical Area. This presents many interesting problems.

Mr. Louis Bromer is Chief of the Statistics and Reports Branch, Divtilon of
Hospitals, Public Health Service. These are the participants. Now with just
a few words about the ground rules, I would We to begin this program.

First of all, in the information that many of you received about the content
of this afternoon’s program you may notice several questions were posed to this
panel. I would like to restate these questions ordy slightly.

The first question that I think we may cover this afternoon is: How should
large city health departments modify their statistical programs? I say modify,
because I think most large city health departments have statistical programs in ,
the sense that they have accepted as a responsibility those staff functions of a
statistical office. By those staff functions I am referring to research efforts, con-
sdtation and special projects. I would extend this to mean also responsibilities
that bridge the gaps between our operational program staff and fiscal staff.

Secondly, what impact are the demographic, legislative, and fiscal pressures
now developing likely to have on the content of statistical office programs?

Third, How shotid these changes be coordinated? In other words, HOW
are we going to work with other departments in our jurisdiction+cities, counti=,
States, regional and Federal levels? How are we going to work with other com-
peting public agencies within our own jurisdictions? And finally, How are we .
going to work with other units within our own department, partictiarly the pro-
gram and administrative units?

Now I wotid like to ask Dr. Domke to lead off. ..

.,, .:
,“ ’79



Health Appraisal of
U.S. Metropolitan Areas

Dr. Herbert R. Domke,* Director, Allegheny County Health Depart-

ment, Pittsburgh, Pennsylvania.

A major landmark for urban public health has been set. The National
Center for Health Statistics is now publishing selected mortality data for 201
standard metropolitan statistical areas ( SMSA ) ( 1) as defined by the Bureau of
the Budget (2). And metropolitan area natality data also are now being pub-
lished. These publications mark a major development because they give atten-
tion to the real functional urban community, the metropolitan area. The earfier
established system of reports provided data primarily by the political jurisdiction of
municipality, county and State. Valuable as it may be, the system based on
political boundary lines has become progestively inaccurate in depicting the health
status and needs of the American city resident.

Some 125 million people, nearly two-thirds of the 1965 population of the
United States, now live in urban units d~ignated m metropolitm areas by the
Budget Bureau (3). And nearly 85 percent of national population growth is
centered in metropolitan areas. It is urgent that we identify the health prob-
lems and benefits due to or associated with metropolitanization. And it can be
expected that a more accurate appraisal of the health benefits and problems of
urbanism will lead to needed reshaping and strengthening of health programs to
serve our large urban populations.

There is a popular and profwional notion that the urban environment has
an adverse effect on health. There is, however, surprisingly little contemporary
documentation as to the kind and degree of health damage. The pervasivenw
of the notion that cities are more or less unhealthy hm obscured awarenew of
bendts, some substantial, which are to the health advantage of the metropolitan
area resident. These present biases are in part due to the existing pattern of vital
statistics reports by municipality. The health problems, as other civic problems
of the “central city,” are indeed very ,great. But it is high time that the biostatis-
tician, the epidemiologist, and other health personnel look at the whole picture of
the American urban community-the suburbs and the central city as a unit.

Vital statistics history shows that the balmce for health between urban
hazards and benefi~ is not static. In the past, adverse health conditions in
citi~ required inrnigration to sustain or increase population. As recently as
1935, the demo~apher Thompson (4) stated, “it still remains to be proved that

*coauthors: Dr. Shirley E. Johnson, public Health physician, Allegheny County Health
Department; Mr. Kenneth R.. Marine, Statktical Analyst, Allegheny County Health Department.
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man can live and propagate in the modern city.” And although present demo-
graphic evidence is favorable, there is an accelerating pace of urban growth and
technologic change. That these changes will to some degree affect the city
dweller’s health is certain. Certainly we must also develop techniques to measure
these effeck as they change in time.

The importance of the new series of publications then is that it recognizes
the real American urban unit, the so-called metropolitan area. The basic reason
to present data by metropolitan areas is that these are the communities in which
people live and work. Any transportation study shows that the boundaries of
the metropolitan area, not municipal boundaries, define the area where the urban
rtident is exposed to health hazards. It is in the metropolitan area that the in-
dividual obtains health services. It is commonly recognized that infectious dis-
eases do not rapect municipal boundary lines. It is equally true that the patients
seeking care will not be concerned with a city boundary. To be sure, some munici-
pally sponsored health or medical care services may vary by municipal linm.
But even those most opposed to metropolitan political consolidation do not deny
the socioeconomic integrity of the metropolitan area.

In any event, the availability of the 1963 metropolitan area mortality data
provides an opportunity for some preliminary appraisal. Important health dif-
ference between metropolitan areas are very strongly suggested by the most pre-
liminary kinds of analyses. Especially interesting and important is that the results
on occasion suggest the need for reappraisal of conclusions based on available
municipal data. Even in casa where metropolitan and municipal trends are
consistent, analysis by central city and suburbs may suggest additional relationships
beyond the socioeconomic so evident in “central city” data.

Some findings based on the 1963 published mortality data will be presented
below. Before presenting these findings, it is necessary to emphasize that the
1963 mortality data as published not only fail to give corresponding population
data, but, more unfortunate, the geographic and population base of the data pub-
lished does not conform with the Bureau of Census SMSA data for the same year.
Revised population estimates for the 1963 health data were, therefore, necessary.
An addendum describes the discrepancies as we were able to identify them and
the adjustments made.

It may also be appropriate at this point to recognize that discussion of health
appraisal of metropolitan areas can draw criticism because of substantial
methodological problems of measuring health and disease. Apart from problem~
of theory, complaints are justified about errors in filing death certificates, and so “
forth. There are, indeed, major methodological problems both in defining a
metropolitan area and in deciding what kind of health index to use. For the
purposes of this paper, problems of methodology can, I believe, be set aside. The
methodological problems have not inhibited publication of health data. The
National Center for Health Statistics, other units of the Federal Government, and
State and local official and voluntary agencies publish selected health data on
a more or less regular basis.

The many substantial problems of use of a health index are, however, little
changed if the data are published for a metropolis an area or for a county, State,
or city. The implication for the National Center for Health Statistics and for other
agencies is that if local area health data are worth publishing then they should
also be published by metropolitan areas.
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Specifically, the substantial critical quations concerning hdth in metro-
politan areas are three:

1. Are there important health differences between metropolitan areas and rural
populations? What are the health effects of urban living?

2. Are there important differences between different kinds of metropolitan areas?
Are the large population consolidated arem different from smfler SMSA’S?
Are more dense urban populations less healthy than the more dispersed?
Do steehn&g centers differ from cities based on light industry, etc?

3. What are the health differences between the different portions of metropolitan
areas? For example, how do similar socioeconomic areas of different
metropolitan areas compare with each other, md what is the kind and
degree of health difference between different portions of the same metro-
politan area?

This third major question will receive little attention in this paper. For the
most part health data by census tracts are not collected or if collected, not published.

Table I presents basic vital statistics for the 37 largest SMSA’S to compare
with the remaining SMSA’S and the nonmetropolitan U.S. population.

From thw data, some basic observations can be made:

1. As with poptiation, almost two-thirds of all 1963 U.S. deaths (1) and births
(3) occur to metropolitan area residents. The simple magnitude of these
occurrences shotid provide any needed incentive to focus attention on
metropolitan areas.

2. Births are more than double deaths. Concern regarding the urban population
explosion is obviously more appropriate thm the historical concern as to
the possibility of natural increase of urban populations.

3. Crude death rates of metropolitan areas do differ from each other -d from
nonmetropolitan areas. The metro areas with large populations differ
from small metropolitan areas.

4. The differences among the 10 largest are of greater magnitude than the dMer-
ence between the group of the 10 largest and other groups; i.e., variance
within groups is substantially more than variance between groups. Prob-
ably much of the variance can”be accounted for by differing age distribution.

5. The infant mortality rate Werences are substantial and important. Biostatis-
ticians agree that the infant mortality rate is one of the most sensitive single
indices of community health. The 10 largest metropolitan areas compare
favorably with smaller metropolitan areas and with nonmetro populations,
and the rate for the 10 largest metropolitan areas is 86 percent of that in
nonmetropolitan populations. Again variability within areas of similar
poptiation size is great. In the 10 largest areas, the rate for the San
Francisco metropolitan area is 80 percent that of the Washington, D.C.,
area. In smaller metropolitan areas, the Minneapolis-St. Pad area rate is
71 percent that of New Orleans. In contrast to crude death rates where
accurate comparison requires that age adjustment must be made, these
difference in infant mortality rates are of importance as such. The dif-
ferences do directly permit judgments as to health status of the different
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communities. The infant mortality rates illustrate the importantrelation-
ships to be demonstrated when da~a are analyzed by me”tiopolitan areas,
and compared with nonmetropolitan populations.

Some appraising this information on infant mortality would quicldy “ex-
plain it” by reference to the high proportion of Negroes in most areas with high
rata. This kind of “explanation” is the public health version of racial discrimina-
tion. Certainly all evidence shows the association of high infant mortality with
socioeconomic factors; an association more appropriately made than that to race.
But in any event, all such references to race or socioeconomic factors, or problems of
central cities, do not, in themselves, provide direct causal explanation of infant
mortality. The more favorable infant mortality rates of lager metropolitan areas
cannot be explained by reference to socioeconomic factors, as can be seen by anal-
ysis of birth weight and neonatal mortality data.

Table II, adapted from another NCHS publication, (5) shows the percentage
distribution of live births by weight for metro and ncinmetro counties of ~erent
size. Data are not in identid format m that for infant mor@lity, but some appro-
priate analyses can be made, and results are of considerable interest. Prematurity
is known to be the most important cause of inf ant mortality. Table II shows that
metropolitan county mothers have a tendency to have a higher proportion of pre-
matur~ and low-weight babies than rural area mothers. Furthermore, when
these data are broken down by metropolitan areas of d~erent population size, the
larger the poptiation of the metro county, the greater the percentage of premature
and the lower the percentage of heavy babies. This is paradoxical: The tendency
to low birth weight shodd lead to higher infant mortality rates in metropolitan
areas than in rural.

Table III based on the same material as table II shows weight specific neonatal
mortality rates. The explanation of favorable infant mortality is that better medi-
cal care in metro areas more than compensates for the adverse health circum-
stances of a higher incidence of prematurity.

The usually published data for cities show higher mortality rates for the cen-
tral cities than in rural areas. But metro comparisons show there are important
benefits for the pregnant woman and her infant in metropolitan areas compared to
rural. Similar analyses for heart, stroke, and cancw wotid obviously be most
valuable in planning the regional medical program.

Infant mortality analyses also serve to illustrate that change in and with
time will substantially alter comparison of urban and rural health indicm. In
1950, rural counties had an infant mortality rate approximately 20 percent greater
than the metropolitan counties (5). In 1960, rural and urban rates both im-

proved; the metropolitan rate still continued more favorable, but the relative ad-
vantage between metropolitan and rural counties was reduced to 10 percent, half
the advantage of 1950.

What is the relationship of metropolitan size to other diseases? What other
urban factor or dimension should be considered in health? Only definitive
epidemiologic investigation of all relevant variables will give the answers to these
questions. In an attempt at a preliminary appraisal, some selected data are pro-

vided in table IV for grouped metropolitan areas and table V gives data for the 37
largest SMSA’S. The arrangement in table V in ranking by crude death rate
recognizes the effect of age structure on mortfity. It cannot, of course, substitute
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for age adjusted data. However, it does make possible some observations which
may stimulate interest to undertake more detitive analyw.

Indeed, the data of tables IV and V area smorgasbord to suit many different
appetites. There are many intriguing dfierences and trends, some contrary to
expectation. I have little doubt after preparing and reviewing the material
presented that meaningful epidemiologic leads are provided. Equally so, in any
of the preliminary analyses conducted with these data, whether arranged by popu-
lation size, or crude death rate, or region, it is easily seen that considerable variance
remains. Furthermore, table V shows that the wastebasket category “symptoms,
senility, etc.” in some metropolitan areas contains a large enough number of deaths
possibly to alter rates and trends when properly assigned. For the following
observations then, the reservations just stated should serve as a caution, but they
may perhaps also serve to stimtiate development of better quality data.

The lay person as well as the trained vital statistician would expect tuberculosis
to be a greater problem in urban areas. This expected association is confirmed.
It is, however, worth noting that the metropolitan area tuberculosis mortality data
here are based upon the large middle-class suburban populations as we~ as those
of the central city. And there are congested poor in small metropolitan areas as
well as the largest. The persistent tendency for rates to be higher in large metro
areas and to shade into the low rate for rural areas suggests that the identified fac-
tors of poverty and congestion are potentiated by other factors amciated with
total size of metropolitan population.

Meningococcd meningitis k the classical disease associated with high density
and was selected for review for that reason. Metropolitan area data by population
size for meningococcal mortality do not conform to expectation. Comparing the
top 10 with the non-SMSA population (thereby reducing the effect of military
installations), a distinctly lower mortality is found in the largest metropolitan areas.
As with infant mortality, it may well be that the factor of better medical care
accounts for this surprising finding.

Rheumatic fever follows the same trend as tuberculosis and the factor of
density is appropriately considered for this disease as well as tuberculosis. The
rheumatic fever data, however, serve to illustrate the existence, in metro data, of
some usual technical statistical problems. More than density is represented in
pubIished material, the trend for the category “all forms of cancer” points to higher
areas lie in northern latitudes where risk of rheumatic fever is greater. Problems
of correlation and causation are found for metro data here as elsewhere.

Turning to another group of diseases where analysis provides support of other
published material, the trend for the category “all forms of cancer” points to tigher
cancer mortaIity in the largest metropolitan areas and progressively less as popula-
tions are smaller. The least cancer mortality is seen in the non-SMSA popula-
tion (6).

The trend for more cancer in urban areas is most frequently commented upon
for cancer of the lung. Cigarette smoking aside, this trend has been interpreted as
due to air poUution. It is interesting to see in table IV that the other cancer cate-

gory, cancer of the breast, selected to have a contrasting pattern does not differ in
fact but shows the same pattern as cancer of the lung. Although not completely
unexpected, the trend to lower rural mortality for cancer of the breast is more
definite in this national analysis than in other breast cancer studies based on more
limited intrastate data.
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Data in table V also permit calculations which show a tendency for the
Iargat cities to have a higher ratio of cancer to heart disease than smaller metro-
politan areas. Altogether there is substantial confirmation that the urban environm-
ent does increme the risk of cancer.

Turning to comparison between individual cities as maybe done in table V,
there are appreciable variations between metro areas of similar crude death rate.
For example, Rochester and Buffalo are presumably comp~rable as Northern
industrial areas. These two metropolitan areas have similar crude death rates and
total cancer death rates but appreciably different death rates for cancer of the
lung. Buffalo has 25 percent more respirator cancer than Rochester. The New
York area and the nearby Paterson, N.J., metropolitan area both have relatively
high death rates for cancer of the lung (New York 32.1, Paterson 32.5
per 100,000 ). The adjoining Newark metropolitan area, however, has a rate
(27.2 ) appreciably less. It can be concluded there is important variability of
cancer mortality from one metro area to another.

Turning to other categorim of disease, for bronchitis and broncho-pulmonic
disease one would expect a trend like that for respiratory cancer, if the trend for
cancer of the lung is to be explained by urban air pollution. But not so: the
trend, if any, is in the contrary direction; the largest metropolitan areas report
the lowest mortality of bronchitis and broncho-pulmonic disease. I can offer no
explanation, particularly since clinical and laboratory studies are now being
published, which demonstrate health damage from air pollution.

In considering cardiovascular renal diseases, the rates, of course, are con-
sistent with age structure a,.simplied by crude death rate. In this category, how-
ever, there are alSO unexplained variations between apparently comparable
metropolitan areas. The Rochester and Cleveland areas have the same crude
death rate, but the cardiovascular renal rate for Rochester (575.3 per 100,000 ) is
8 percent higher than for Cleveland (534:3). There are many other similar
puzzLing findings in the cardiovascular renal category.

It should not be inferred, however, that data when surprising will be in-
consistent with epidemiolo@cal findings as can be illustrated by hypertensive heart
disease. The National Health Survey report of blood pressure of adults (7)
showed small variations between metropolitan areas of ~erent sizes. The con-
clusion was, that whale it cannot be said that no area differences exist, those that
do are probably small. The faiIure to find any but minor differences in blood
pre~ure level is one of the more striking findings of the Health Examination
Survey. The hypertensive heart disease metro area mortality data presented here
are entirely consistent with the so-called striking findings of that field survey.

Although, therefore, the data available are not definitive; nonethelew, they
do serve to indicate that there maybe real differences (or interesting lack of differ-
ence ) between metropolitan areas in either the degree or kind of health hazard or
the adequacy of services to protect their residents.

In conclusion, I would like to make some specific recommendations for imp-
rovement of format of this new metropolitan area series so that it will be more
efficient for the many purposes for which it may be used, Metropolitan area
health data will, I befieve, be of great interest and value to a wide audience. The
new seria might well be organized to be more easily useful to the general medical
community as well as the epidemiologist; indeed, attention should be given to
users of health data outside public health. It is common for a local chamber of
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commerce to cite avaiIable statistics and point with pride to a good health record
and for the reformer to deplore a poor health record. The National Center for
Health Statistics and State and local biostatisticians should try to insure that
published data will not only be as accurate as pwible but as little subject to mis-
useor misinterpretation as can be.

The publication of hdth data by State and Iocd municipality boundary
lines is now a well-established tradition. The value of a continuing seties giving
basic data is great and it is unreasonable to consider change in that format. Be-
cause that material and format will presumably continue to be available, it becomm
easier at this tie to consider a difFerent fomat of what will become another
traditional vital statistics series. Computer technology, fortunately, simplifies
management of large m=es of data. This would, therefore, appear to be a most
opportune time to design a new format.

The manner in which metropolitan areas are listed can either assist or dis-
guise comparisons between them. Arrangement by alphabetic order as in the
1963 publication will not help define dtierences regarding health, There are
many factors which could be selected by which to list metropolitan-areas. It is
obvious from the pretiary material presented here that no one arrangement
can hope to encompass the varied epidemiological relationships. Nonetheless, an
urban area in essence is a relatively dense collection of people; population size as
such is one appropriate measure of urbanism. For the widest audience, civic
as well as medicd, comparison with other areas of simiiar size is likely to be the best
arrangement. Much Bureau of Census material is given in this format. Cer-
ta~y, one would hope in the future that d data published by any agency will con-
form to metiopoliw areas as defined by the Bureau of the Budget; and as revised
by that Bureau to reflect the rapid growth of metropolitan population.

In examinin g the disease categories by which the 1963 SMSA mortality data
are published, it is difficdt to make specific recommendations with confidence. It
is easy to call attention to the defects of death certification. Nonetheless, there
is the opportunity in developing a new reporting series to try to organize selection
from the international list into a Werent pattern than that used in the 1963
publication.

HopefulIy, a selection of diseases can be made which will be more appropriate
to the disease problems of the United States of tie skties and seventies than the
traditional selections developed for the quite different community diseazeproblems
of earlier decades. Many examples of desirable change could be cited; to name
but one, the wide use of Papanicolau smear in screening for early detection of
cancer of the cervix should result in reduced mortality. It would be valuable for.
those sponsoring community programs to be able to measure the effectiveness of
their control efforts. Clearly, it would be desirable to distinguish cancer of the
cervix from other cancers of the female reproductive system. An additional col-
umn for this category of cancer would be desirable. On the otier hand, the in-
frequent occurrence of deaths from diphtheria, whooping cough, pliomyelitis~

each given single columns in the 1963 list, suggeststhat the system as now used for
other uncommon infectious diseases of listing by name communities in which
childhood disease deaths occurred would reserve column space to identify diseases
of more contemporary interest.

To turn to another aspect of the 1963 publication, occurrences are given by
direct count. If any conclusion can be made with conviction about the data

86



[ praented in this paper, it is that age adjusted rates are essential if comparison
I between communiti~ are to be attempted.

There would be major technical problems in developing a revised fomat, but
there could be corresponding great gain in the value of this material.

The value of metropolitan area health data will be very great, and is by no
means limited to pure medical or epidemiologic inter~. Community health data
do suggest and lead to action. Policymakers and administrators need information
bat will be helpful in making community decisions. There already is public rec-
ognition of the unity of health problems in metropolitan areas as witnessed by the
trend to consolidation of municipal and large county unik-Miami, Dade County;
Seattle, King County; Pittsburgh, Allegheny County; Los Angeles City and
County-all reflect this trend. Better data may well speed the further develop-
ment of improved metropolitan-wide servic~.

We will soon become a predominantly urbanized people. There can be no
quation of the need to develop better health information and better health services.
The development of the new series of metropolitan area health repor@ can serve
a major purpose by providing a sound foundation of fact upon which to build
prograti.

1. VitaZ Stattitics of the United States, 1963, Vol. II, Mortality, pt. B., Sec. 7, p.372–
383.

2. Standard Metropolitan Statistical Areas in the United States as Defined October 18,
1963, Current Population Refiorts, Bureau of the Census, December 5, 1963.

3. Vital Stat&ics of the United States, 1963, Vol. I, Natality, U.S. Government
Printing Office, Sec. 4, p. 6.

4. Thompson, W. S., Population Problems, McGraw Hill, 1935, p. 201.
5. National Center for Health Statistics, Weight at Birth and Survival of the Newborn,

Vital and Health Statistics, PHS Pub. No. 1000, Series 21, No. 4, p. 210-216.
6. Morbidity from Cancer in the United States, Public Health Monograph, No. 56,

p. 41.
7. National Center for Health Statistics, Blood Pressure of Adults by Race and Area,

Vital and Health Statfitics, PHS Pub. No. 1000, Series 11, No. 5, p. 5.

Mr. FRAZIER. Thank you, Dr. Domke.
I think at one point in Dr. Domke’s presentation he used the word “smorgas-

bord” to de,scribe the variety of data being presented. I think we might veq
well use that same word to describe the variety of problems he has presented to us
as a group of statisticians.

Next on our program is a representative from one of the large metropolitan
areas which Dr. Domke mentioned, Mr. James B. Swayne, who will give us some
idea of the problems he faces in the Los Angeles area.
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Table 1. Population Estimates and Wtal Statistics Data for Metropolitan and No~~metropolitan.

I

Poptiation
Arez (in thousands)

I

Area(s* 1963

Number
Crude
death
rate 1

Crude
birth
rate z

21.1
22. c
230$

22. ~

20. $

Infant
mortality

rate 8Deaths Births Infant
deaths

I

Standard Metropolitan
Statisticrd Areas:

lolargest . . . . . . . . . . . . . . . 46,688
11–37 . . . . . . . . . . . . . . . . . . 29,676

38-201 . . . . . . . . . . . . . . . . . 41,636

Total SMSA . . . . . . . . . . . 118,000

Non-SMSA . . . . . . . . . . . . 70,616
—.

Total United States. . . . . 188,616

452,513 985,076
275,425 653,512
393,617 993,202

1, 121,555 2,631,790
691,994 1,466,230

1,813,549 4,098,020

23,321
15,677
24,367

63,365
40,025

9.7
9.3
9.5

—.

9.5
9.8

23,7
24.0
24,5

——

24.1
27.3

103,390 9.6 21. i 25,2

1 crude death rate-deaths per 1,000 population. *Sources: Current Population Reports, Series P–25, No. 298,
z Crude birth rate-births per 1,000 population. February 12, 1965. Vital Statistics OJthe United States 1963,
a Infant mortality-deaths under 1 year per 1,000 live Vol. I—Natality, Vol. II—Mortality.

births.

Table 1A. Population Estimates and Vital Statistics Data for the 10 Largest Sfandard Metropolifun
Statistical Areas: 1963

I Number
Crude
death
rate

Popdation
Area (i;=~;-

New York . . . . . . . . . . . . . . . . . . . . . . 11,291
Los Angeles Z. . . . . . . . . . . . . . . . . . . . 7,516
~lcago . . . . . . . . . . . . . . . . . . . . . . . . 6,480
Philadelphia . . . . . . . . . . . . . . . . . . . . 4,554
Detroit . . . . . . . . . . . . . . . . . . . . . . . . . 3,889

Boston Z. . . . . . . . . . . . . . . . . . . . . . . . 3,165
San Francisco Z. . . . . . . . . . . . . . . . . . 3,052
Pittsburgh . . . . . . . . . . . . . . . . . . . . . . 2,356
Washington, D. C . . . . . . . . . . . . . . . . 2,250
St. Louis a. . . . . . . . . . . . . . . . . . . . . . 2,135

——

Total . . . . . . . . . . . . . . . . . . . . 46,688

Crude
birth
rate

Infant
mortfllty

rateDeaths Births Infant
deaths

24.4
22,8
24a 1
25.7
23a 8

20,3
21.6
21.7
26,9

23.1

23.7

117,629
63,953
64,859
47,299
33,077
33,642
27,532
25,301
17,375

21,846

222,074
162,592
146, 112
95,406
82>906
67,472
61,486
43,996
55,618
47,414

5,421
3,710
3,522
2,451
1,972
1,372
1,330

953
1,496
1,094

-—

23,321

10,4
8.5

10.0
10.4
8.5

10.6
9.0

10,7
7.7

10.2

19.7
21.6
22.5
20.9
21.3
21.3
20.1
18.7
24.7
22.2

452,513 985,076 9.7 21.1

1 Sources and rates as for table I.
z 1963 Census Bureau poptiation =timates adjusted to conform to area for which NCHS reported deaths.
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Table l-B. Population Estimates and Vital Statistics Data for 27 Standard Metropolitan Statistical

Population
Area (in

thousands)

Cleveland Z. . . . . . . . . . . . . . . . . . . . .
Baltimore . . . . . . . . . . . . . . . . . . . . . . .
Newark . . . . . . . . . . . . . . . . . . . . . . . . .
Mmeapolis . . . . . . . . . . . . . . . . . . . . .
Houston . . . . . . . . . . . . . . . . . . . . . . . .
Buffalo . . . . . . . . . . . . . . . . . . . . . . . . .
Cincinnati z. . . . . . . . . . . . . . . . . . . . .
Milwaukee Z. . . . . . . . . . . . . . . . . . . . .
Paterson . . . . . . . . . . . . . . . . . . . . . . . .
Dallas . . . . . . . . . . . . . . . . . . . . . . . . . .
Seattle . . . . . . . . . . . . . . . . . . . . . . . . .
I<ansas City Z. . . . . . . . . . . . . . . . . . . .
Atkmta., . . . . . . . . . . . . . . . . . . . . . . .
San Diego . . . . . . . . . . . . . . . . . . . . . .
Denver, . . . . . . . . . . . . . . . . . . . . . . . .
Miami . . . . . . . . . . . . . . . . . . . . . . . . .
New Orleans Z. . . . . . . . . . . . . . . . . . .
Indlanapolii z . . . . . . . . . . . . . . . . . . .
San Bernadine . . . . . . . . . . . . . . . . . .. .
Portland, Oreg . . . . . . . . . . . . . . . . . .
Tampa . . . . . . . . . . . . . . . . . . . . . . . . .
Columbus, Ohioz . . . . . . . . . . . . . . . .
Rochester, N.Y.~ . . . . . . . . . . . . . . . . .
San Antonio Z. . . . . . . . . . . . . . . . . . .
Louisville . . . . . . . . . . . . . . . . . . . . . . .

Dayton z. . . . . . . . . . . . . . . . . . . . . . . .
Providence Z. . . . . . . . . . . . . . . . . . . . .

1,843
1,811
1,784
1,556
1,394
I, 306
1,097
1,216
1,247
1,211
1, 169
1,090
1,125
1, 113
1,051
1,049

932
744
936
860
844
723
628
742
760
709
736

Total . . . . . . . . . . . . . . . . . . . . . . 29,676

Areas,’ 1963

Number

Deaths

18,295
17,964
18,090
13,388

9,799
13,337
11,547
11,509
11,129

9, 113
10,692
10,569

9,288
8>086
8,332

10,038
9,270
7,190
8,016
9,000

11, 114

6,309
6,223
5,405
7,509
5,960
8,253

275,425

Births

38,018
40,410
35,556
38,822
33,288
27,014
24,860
27,672
23,390
28,278
24,646
24,244
26,874
25,842
24, 118
19, 180

22,546
17,812
20,780
16,274
15,068
17,352
13,212
19,482
17,318
15,808
14,558

653,512

Infant
deaths

979
1,049

919

792
790
627
539
626
492
730
517
585
738
639
540
468
644
446
499
337
417
385
282
482
448
359
348

15,677

Crude
death
rate

9.9
9.9

10.1
8.6
7.0

10.2
10.5

9.5
8.9
7.5
9.1
9.7
8.3
7.3
7.9
9.6
9.9
9.7
8.6

10.5
13.2

8.7
9.9
7.3
9.9
8.4

11.2

9.3

Crude
birth
rate

20.6
22.3
19.9

24.9
23.9
20.7
22.7
22.8
18.8
23.4
21.1
22.2
23.9
23.2
22.9
18.3

24.2
23.9
22.2
18.9
17.9

24.0
21.0
26.3
22.8
22.3
19.8

22.0

Infant
mortality

rate

25.8
26.0
25.8

20.4
23.7
23.2
21.7
22.6
21.0
25.8
21.0
24.1
27.5
24.7
22.4
24.4
28.6
25.0
24.0
20.7
27.7
22.2
21.3
24.7
25.9
22.7

23.9

24.0

1 Sourc= and rat= as for table I.
z 1963 Census Bureau popdation estimates adjusted to conform to area for which NCHS reported deaths.
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Table Il. Percentage Distribution of live Births by Birtl~ Weight and by Size of Community of
Residence 1

(Adapted from publication source shown as ref. No. 5)

Grams

Area
Less than 2,001 to 2,501 to 3,001 to 4,001

2,000 2,500 3,000 4,000 Grams +

Metropolitan ~untiea:
250,0000r more . . . . . . . . . . . . . . . . . . . . . . . . . .
5oto250,m . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
10 to 50,000 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2,500 to 10,000 . . . . . . . . . . . . . . . . . . . . . . . . . .
Rural areas of metropolitan counties. . . . . . . . .

Nomnetropolitan counties. . . . . . . . . . . . . . . . . . . . . .
Allmetropolitan counties. . . . . . . . . . . . . . . . . . . . . .

2.7

2.5

2.2

2.1
2.3
2.3

2.5

5.5
5.2

4.7

4.8
4.6
4.8

5.2

21.1
19.7
18.6

18.3
18.3
17.4

19.8
:.

63,8
65,0

66.5

66.7
65.9
65.8

64.9

6.9
7.5

8.1

8.1
9,0
9,7

7.6

I Based on 725,226 bwthsattended by physicians in hospitalJan. 1 to Mar. 31, 1950. Does not include 65,406 births
attended by physicians not in hospital, aud 47,154 births attended by midwife, other, and not specified.

Table Ill. Neo-Natai Moticrlity by Birth Weight and Metropolitan and Nonmetropolifan Areus Per
1,000 live Births 1

I Grams

Area
2,0~~md 2,001 to

2,500

Allmetropolitan counties. . . . . . . . . . . . . . . . . . . . . . 418.6 40.8
Nonmetropolitan counties. . . . . . . . . . . . . . . . . . . . . . 428.6 62.6

2,501 to
3,000

10.7
15.1

3,001 to
4,000

5.6
7,0

4,001
Grams +

8.0
9.6

I Based on 837,786 live births and 16,741 deaths under 28 days Jan. 1 to Mar. 31, 1950. (Adapted born publication
source shown asref. No. 5.)
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Table IV. Death Rates From Selected Causes by Size of Metropohtan Arear 19631

Area

Standard Metropolitan
Statistical Areas:

10 largest . . . . . . . . . . . . .
llto 37 . . . . . . . . . . . . . .
38t0201 . . . . . . . . . . . . .

Non-Standard Metro-
politan Statistical Area.. .

Total United States. .

All
cause

9.7
9.3
9.5

9.8

9.6

Major
:ardio-
vascu-

lar
renal
dis-
eas=

531.1
501.5
510.0

528.7

521.4

hyper-
tensive
heart
iisease

31.9
31.4
31.2

33.7

32.4

Rheu-
matic
fever,
:hroni(
rheu-
matic
heart
Esease

10.9
9.4
8.5

7.3

8.8

Mfllgnant
neoplasms

I
Res-

M1 pira-
tory

167.1 28.8
152.9 26.4
151.4 25.9

139.6 21.0
. ——
151.3 24.9

Breast

16.1
14.5
13.2

11.4
——

13.5

Bron-
chitis,
other
bron-
chial
pul-

monic
iisease

12.9
16.6
17.0

15.0
——

15.2

1 Death rate from all causes per 1,000 poptiation. All other rates per 100,000 poptiation.
\

Source: Vital Statisticsof the UnitedStates 1963, Vol. II—Mortality, pt. B.

Tu-
3ercu-
losis

5.5
5.2
4.9

4.4

4.9

symp-
toms,

se-
nility,

and
ill-de-
fined

condi-
tions

9.3
5.3
6.6

16.3

11.9

Menin-
goc;-

infec-
tions

0.28
.40
.44

.42
———

.39
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Table V. Death Rates 1 From Selected Causes for the 37 Largest Standard Metropolitan Statistical

Area

Tampa . . . . . . . . . . . . . . . . . .
Providence . . . . . . . . . . . . . .
Pittsburgh . . . . . . . . . . . . . .

Boston . . . . . . . . . . . . . . . . . .

Cincinnati . . . . . . . . . . . . . .

Portland . . . . . . . . . . . . . . . .
New York . . . . . . . . . . . . . . .

Philadelphia . . . . . . . . . . . . .

St. Louis . . . . . . . . . . . . . . . .

Buffalo . . . . . . . . . . . . . . . . . .
Newark . . . . . . . . . . . . . . . . .

Chicago . . . . . . . . . . . . . . . . .
Baltimore . . . . . . . . . . . . . . . .

Cleveland . . . . . . . . . . . . . . .
New Orleans . . . . . . . . . . . . .
Rochester . . . . . . . . . . . . . . .

Louisville . . . . . . . . . . . . . . . .

Kansas City . . . . . . . . . . . . .

Indianapolis . . . . . . . . . . . . .
magi . . . . . . . . . . . . . . . . . .
Milwaukee . . . . . . . . . . . . . .

Seattle . . . . . . . . . . . . . . . . . .

San Francisco . . . . . . . . . . . .
Paterson . . . . . . . . . . . . . . . . .
Columbus . . . . . . . . . . . . . . .
Minneapolis and St. Pati..

SanBernadmo . . . . . . . . . . .

Detroit . . . . . . . . . . . . . . . . . .
Los Angeles . . . . . . . . . . . . . .

Dayton . . . . . . . . . . . . . . . . . .

Atlanta . . . . . . . . . . . . . . . . .

Denver . . . . . . . . . . . . . . . . . .
Washington, D. C . . . . . . . . .

Dallas . . . . . . . . . . . . . . . . . . .
San Antonio . . . . . . . . . . . . .

San Diego . . . . . . . . . . . . . . .

Houston . . . . . . . . . . . . . . . . .

Au
causes

13.2
11.2
10.7

10.6

10.5

10.5
10.4

10.4

10.2

10.2
10.1

10.0
9.9

9.9
9.9
9.9

9.9

9.7
9.7
9.6
9.5

9.2

9.0
8.9
8.7

8.6

8.6

8.5
8.5
8.4

8.3

7.9
7.7
7.5

7.3

7.3
7.0

Majo]
:ardio
ascda
rend
.iseasf

747.3
663.6
621.6

604.6

575.3
597.7

569.3

565.6

570.3
583.1
580.3

576.4

535.1

534.3
518.5
575.3

525.3

521.6

518.1
487.4
523.2

500.8

475.2
505.8
471.2

436.8

452.8

445.4
$72.7
466.0

406.0

389.7
370.3
363.2

341.2

380.8

351.6

Hyper
tensivt
heart

31.4
31.4

28.6

29.2

38.1

29.3
37.1
45.4

33.1

27.5
34.0

29.8
63.2

40.6
47.9

23.6
52.1

23.9
27.6
26.7
27.5

22.6

28.5
29.3
56.7

23.3

23.9

28.0
22.7
29,2

32.6

11.0
36.0
16.3

23.0

18.7

24.7

Areas, 19632 -

Rheu-
matic
fever,
:hroni(
rheu-

heart
iisease

10.4
11.0

12.2

12.4

11.4
10.7

13.8
11.7

9.8

9.8
11.7

9.4

8.1
13.8
3.9
9.2

8.8

9.4
9.8

13.3
9.5

8.1

8.4
11-6
10.4

10.1

11.8

10.7
9.6
7.3

5.9

11.6
6.3

5.0

3.8

9.8

4.4

Malignant neoplasms

Iancer
all

forms

235.8
190.2
181.9

179.0

179.9

173.0
191.2

172.4

169.6

167.6
177.9

171.0

162.4

179.5
155.0
169.9

150.6

149.4
163.4
181.9
163.5

148.3

155.1
179.9
144.5

146.8

140.9
153.6
141.8
134.6

126.1

113.4
128.2

122.4

114.2

119.3

111.1

Respi-
ratory

49.5
31.3

31.6

27.6

30.5
27.4

32.1

29.8

31.7

30.6
27.2

29.4

30.1
30.7
32.0

24.5

29.1

24.2
27.8
35.4

24.6

24.0

26.3
32.5
26.1
19.0

25.4

27.8
25.5
24.0

21.1

17.9

22.5
21.9

20.6

21.2

25.1

8reast

17.6
22.4
16.1

18.0

16.8
16.6

19.0
16.4

15.9
17.2
18.7

17.1

15.1

17.5
13.3
16.4

14.7

13.0
15.5
14.9
13.8

12.2

13.0
17.3
16.1

14.7

11.4

13.5
13.7
11.8

11.0

10.8
14.4
10.5

10,6

9.4

9.9

Bron-
chitis,
other
bron-
chial
pul-

monic
iisease

29.6
15.1

12.4

15.7

22.1
21.5
10.0

13.6

14.9

17.8
10. I

10.3

16.8

15.0
16.8

17.8

16.1

18.2
17.2
21.0
14.1

15.7

18.8
11.4
17.6

14.3

24.5
13.8
14.1
17.6

16.1

18.9
12.9

15.1

12.8

13.7

14.1

4.0
3.9

6.8

5,0

8.1
3,5

7.1
6.8

5.7
3.8
6.7

5.5

9,5

5.6
9,3

5.9

10.8

6.3
4.7
6.2

2.9
3,2

3.8
2.4
3.6

3.3

3.8

5.4
3.1
4.5

3.3

3.4
5.9
4.2

10.1

2.2
4.4

;ymp-
toms,
enfiity:

and
ill-de-
fined
condi-
tions

16.6
2.7

11.7

4.1

2.3
5,9

11.2

39.2

10.5

6.8
2.2

2.4
3.0
1.7
3.3

6.4
8.7

8.1
1.3
2,9
3.3

3.8

2.4
3.4
1.9

2,6

2+7
2,6
1.5
8.5

24.3

5.9
10.1

12.7

4.3

1.3

3.4

.. —

denin-
ocOccal
infec-
tions

0.24
.95

.38

.32

.27

.23

.27
,18

,28
,08

,22

.22

a33

d22
1,07

,47

,53

,. <,.,
1.34
,86
,58

.43

.49
,08
. 14

, 19

f 3.2

.28

.28

.42

<62

.10

.22

.25

,., .,,

1.35

.36

I Same footnote as table IV.

z Same source as table IV.
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I

Administrative and Organizational

Aspects of a Statistical Program

Serving a Metropolitan Area

Mr. James B. Swayne, Chief, Public Health Records and Statistics,
County of Los Angeles Health Department, California

Dr. Domke h= dealt very well with the substance of a statistical program in
a local health department in a large metropolitan area.

I want to take a completely different direction now and talk about some of
the administrative and organizational aspects of a statistical program in a large local
health department in a metropolitan area. What are the problems involved in
providing adequate statistical data, and what kind of organization do we need to
produce it?

My remarks will to a considerable extent be related to my experience in Los
Angeles County, since this is the area with which I am familiar.

LOS Angela County, with a populationof roughly 6~2 million, is divided

into 25 health districw. This includes two cities, Long Beach and Pasadena,
which operate their own health departments under contract with the County.

Within the 25 health districts there are a total of 51 health centers or sub-
centers. The population of the health districts ranges from roughly 150,000 in
one of the poverty area districts to more than 600,000 in one of the rapidly
growing suburban areas. Some of the districts include up to eight incorporated
cities or recognized unincorporated communities.

While the title of this Workshop, “Health Statistics in Metropolitan Areas,”
seems to emphasize the need for combining smfl area data to give a picture of
the metropolitan area, the pr~ure on me as an administrator of statktical services
in a metropolitan area has been in the opposite direction. This prewure is to

provide consistent and meaningful data for the small local areas within the
metropolitan complex as an aid in planning and in allocation of health services.
Relatively speaking, health data resources for metropolitan areas are much more
adequate than for the communities which go to make up the metropolitan complex.
Most of the Federal statistical agencies compile information for Standard Metro-
politan Statistical Areas. The State statistical agencies publiih data for counties
and for citim over a certain size. Usually, however, there is no geographical break-
down within the major cities.

NthOugh some of our health districts are larger than some States, no basic
health or socioeconomic information is available except that from the decennial
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census or from the vital statistimand notiable diseasesystems. Information on
distributionof public assistancerecipientsby health districtor by local community
is not available, nor is information available on county hospital admissionby local
health Mets or communities. These are set forth as examplm of the data gap.

With this introduction, I would like to say that the panel members were
offered optional topics for presentation at this meeting and one of the options
was tided “Ways that Federd and State resourcesshotid be used to improve and
augment local efforts.” Since I have never before had the opportunity to tell the
Federal and State people how to run their affairs, my first impuke was to pick
that subject. Howevw, when I tried to put some of my thoughts into concrete
suggestions,I decided thiswas a litie foolhardy.

My experience, however, does qualify me to make some definition of the kinds
of problems we encounter in providing statisticalservicesin a large metropolitan
area. Let me make it very clear at the outsetthat I sincerelybelieve the Federal
and State agencies have contributed substantiallyto whatever progress we have
been able to make. Our failure to achieve the goals we would like to achieve
should not be laid at the doors of the Federal and Stateagencies. There aremany
basic weakneses in the local government structureand operation which can only
be laid to lack of action atthe local level.

Nevertheless, there are significant deficiencies in Federal-local and State-
Iocd relationships,as they relate to statisticalservicesin Los Angeles County. If
we couId remove some of these deficiencies, it might help to open the door to sub-
stantialgains.

I have identied at least four major problems, in providing adequate statis-
tical services in Los Angeles County. I presume these problems exist in many
othermetropolitan areas.

In the time dewed, I want to mention some of the ways that the California
State Health Department helps us with respect to each of these problems, and
then to suggestsome additional ways that Federal or Stateagenciesmight help.

The first problem area is the lack of adequate support for establishmentof
strong statisticalservicesbased on sound principles of organization, adequate for
a large metropolitanarea.

On the positive side, the California State Administrative Code establishes
certain basic services which must be preformed by a local health department in
order to be eligible for State subsidy funds. The fist basic service listed in the
Administrative Code is the maintenance of vital statisticsand other basic health
and demographic data necmary for health pro~ams and planning.

While the statementisgood as far as it goes, it in no way establishesa require-
ment for a strong professionallymanned statisticalservice, adequate to meet the
needs of a large health department. Recently I have been sensitizedto the im=
portance of an adequate armament of support for even tie basic minimum
statisticalservices. Becauseof the recent consolidationof the city and county health
departmenfi, we have been the subject of special scrutiny by the administrative
officialsof the county. We have had the job of trying to convince the investigators:
among other things, that the clarification of statisticianis not synonymous with
statisticalclerk. We had to explain what a census tract is to investigatorsre-
viewing our census tract pro~am who appeared to be suspiciousof the concept.

We sit in thesemeetings and talk about data needs for health program p]an-
ning and evacuation. The examples I have cited show the settingin which many
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of us actually work. We tend to be in a defensive posture rather than in a position
to move forward.

We need simple and convincing materials carrying the aura of authority to
help our statistical services to at least survive, if not grow. I believe it would be
helpful to have an earnest and organized attempt by State and Federal agencies,
through regulatory or educational means, to help local officials (including top
level health department staff) understand and support the conditions which are
required for good statistical services. Since local budgetary, administrative, and
civil service authorities cannot be expected to understand the needs and organiza-
tion for public health statistics, it is exential that top support be marshaled for
maintenance of sound organization and adequate financing.

The second problem area is the lack of adequate access to consultative services.
We tend to become provincial and inbound and we need stimulus such as this
meeting provides. There are many problem areas where we benefit tremendously
by outside consultative services from qualified sources.

The California State Health Department has given us some excellent statis-
tical consultations from time to time over the period of years I have been with the
city and county health departments. The quality of the State consultations in the
statistical area has varied over the years. In my opinion the quality of State sta-
tistical consultation to local health departments is closely correlated with the
strength of the State organization for statistical services. When the administra-
tion of statistical function is widely dispened among many bureaus, the quality
of local statistical consultations is reduced. If the consultations are to be of
the needed quality, the State must have high level consultant positions established
so that they can recruit and retain personnel with adequate training and experi-
ence to meet the consultant needs of large and complex local health departments.

The third problem area is lack of coordination between Federal, State and
local statistical services. ThB relates very closely to the matter of better consulta-
tive services. On the positive side, we in Los Angeles County have had> very
satisfactory cooperative arrangement in the vital statistics field with the State
health department whereby that department, on a cost basis, provides a reproduced
deck of its tabulating cards for use by the county health department in preparing
vital statistics tabulations. State tabulations of vital statistics data we by county
and by city. We need data by health district, study areas, and census tracts, and
we are able to provide these at minimum cost using the State tabulation cards.

The chief advmtage in this system is that there is one coding authority for the
whole State. If we compare Los Angeles data with San Francisco data, we know
that the dtierences are not the result of variation in coding practice.

On the negative side, as far as Federal-State-local coordination of statistical
servica is concerned, I thti the apparent trend toward more special grants and
projects often stands in the way of a national approach to data collection at the
local level. While these grants often serve a useful purpose in stimulating local
health programs, they may tend to weaken rather than strengthen the role of the
central statistical service. Unfortunately a few Federal and State representatives
in categories and projects are oblivious to all aspects of local health adrniniitra-
tion, except the narrow confines of the project they are dealing with. Fortunately
there are many who do not share this approach. Perhaps the new grant mechan-
isms which will be described later today will help to eliminate some of the objec-
tionable aspects of the present system.
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Further, with respect to the multiplicity of reporting requirements that ac-
company the various grants and projects that now exist, one wonders if Federal
and State data requirements could not be minimized, with better utilization of
data from previously existing record and data collection systems, without the
necessity for local agencies to constantly respond to changes.

We have had the experience of working for months trying to develop a system
to collect data for a new project and then finding new reporting requirements in
effect before the original system could be initiated. I realize that we can be accused
of being slow to respond to data needs. Much of the mountain of paperwork
which confronts local health agencies, however, results from failure to give the
time and thought required to plannin g and implementation of data collection
systems. New systems tend to be superimposed on existing systems. Whenever
posible Federal and State data requiremen~ should be flexible to allow use of
the existing sources.

The last and the major problem area concerning statistical services in a large
local health department is lack of adequate facilities for training local statistical
personnel. While the National Center for Health Statistics and State health
department have instituted many excellent training resources, to a considerable
extent these are not actually available to local personnel.

The State health department, for example, sponso~ annual institutes for local
statistical personnel. These, however, are held in northern California.

It is impossible for us to obtain petission for more than one or two persons
to attend an out-of-county meeting. As a rault of this situation, the junior per-
sonnel who would really benefit the most from participation in these kinds of meet-
ings and conferences are excluded from attendance.

My plea to the State and Federal people is to expand their training programs
and instituta so that they will be available to more local statistical personnel. We
in Los Angeles County have a large proportion of d of the statistical personnel in
local health departments in the State of California. We serve a large proportion
of the population of the State. We feel we are entitled to a fair share in the train-
ing resources of the State.

On the positive side, the State depa~ent of health in California has helped
us to institute a Conference of Local Public Health Statisticians. The State pro-
vides secretial support for this new organization. We now have a committee
working with tie State Dition of Alcoholic Rehabilitation on methods of evalu-
ating the expanded alcoholism program in the State of California. We have an-
other committee working with nurses on methods of improving the nursing data
collection systems. So I end with a positive note. This is something good that has
happened and I commend it to other States.
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SUMMARY

In summary, then, let me review the principal problem areas confronting us
in the provision of statistical services. First, the lack of adequate support from
Federal and State levels for maintaining a sound organizational structure to pro-
vide statistical services in large metropolitan areas. Second, the lack of access to
adequate consultative services from State and Federal agencies. Third, the lack
of coordination between local, Federal, and State statistical programs in which
the local health departments are involved. And fourth and most important, the
lack of adequate facilities to train Iocd statistical staff to better perform statistical
services. Thank you.

Mr. FRAZIER.Thank you very much, Mr. Swayne. I was reminded while
hearing of the problems of some of our west coast friends that we have heard a lot
of new words around here this week—such things as constructive federalism, and
PPBS—some things you will hear more about this afternoon. Just ima@e taking
some of those words back to a fellow who wants to know, with some suspicion,
“What’s a census tract?’ I think this would be a real challenge.

Our next speaker is Dr. Mildred Kantor from the St. buk (Missouri)
County Health Department. Dr. Kantor.

I

I
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Some Basic Components of a Statistical

Program for a Metropolitan Area
Dr. Mildred B. Kantor, Director of Vital Statistics, St. Louk County
Health Department, Missouri

I wotid like to preface my remarkswith two very brief comments. First, I
wotid like to remind the people in this audience that the city of St. Louis is not
in the county of St. Louis, and, second, that I speak as a sociologist and demog-
rapher, who was asked to develop a vital statisticspro~am for the St. Louis
County Health Department.

The first part of my talk presentsmy viewpoints about the role of a director
of vital statisticson the local level, in partictiar on a county level.

Firstof all, there is a great necessityfor the development of a good population
base, including data of all kinds (demographic, economic, political, historical,
social) for the area in which we work. This shotid be developed not only for the
county as a whole, but also for small unitswithin tie county. Then in connection
with these data there is the preparation of all kinds of vital statisticsfigurm and
rates, including data concetig trends, for the various areas that relate to a wide
variety of public health problems.

A second aspect of this role is the development and improvement of depart-
mental recording systemsfor the serviceswhich the department offers and actu-
ally rende~ to the individuals living in the various parts of the county. Needless
to’say this all involves reporting systemsaswell x recording systems. And I would
like to emphasize that in my opinion not enough attention is given to improving
recording and reporting of servicessuch asnursing, clinics, and socialwelfare H-
ices.f Further, I think data for all of three need to be interrelatedand looked at
together with the vital statisticsdata. No one service is independent of the others
in a health department.

Another dimension of the role of the vital statisticianconcerns the develop-
ment of studies of special public health problems. From time to time, for ex-
ample, we have a diseaseoutbreak in an area. We want to know how it came
about, what are the social elementsthat are related to it as well as the medical ele-
ments. Perhaps the director of vital statisticshas research interestin a particular
problem which at tit does not appear to have direct relevance to what we tradi-
tionally regard to be the domain of vital statistics. I think the development of
such special projects should be encouraged, because very often we are not far-
sighted enough to see at the beginning of a researchprogram where it might lead.

I offer as an example of such a special study the researchwhich I have been
fortunate enough to be able to develop and conduct in the St. Louis County area—
research on the relationships among residential mobility, social mobility, and
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mental health of the population. We live in a mobile age. Many people are
changing rwidence. Many people are changing jobs. All of this has implications
for health problems. How, for example, do families become oriented and
socialized in a community with r=pect to the availability of health services? Are
there some physical health and mental health problems which th~e families have
which could be prevented if we knew enough about them to know how to prevent
them? How can ~the health department mmt effectively reach mobile families?
You can see that this is not directly vital statistics, but in my opinion it is quite
closely related.

Another dimension of the role of director of vital statistics is that of training.
We can’t always have other people do our training for us, we have to do some
ourselves. However, we have to explore in order to find a happy medium for this.
We can’t become so involved in training people that we take time away
from some other work that we need to do. Here I see as important the develop-
ment of cooperative relationships with the universities of the area. I see the
potentiality of developing collaborative training pro~ams. In my opinion this
is also a great aid to recruitment because these training programs can occur on the
undergraduate levels as well as the graduate levels of training. Further, many
difFerent disciplines might be involved. Sociology, psychology, economics, and
political science, for example, have relevance for health planning and programing,
as well as the more traditional public health disciplines.

Now, I should like to present some examples of special types of projects which
I think are of great importance and which arise out of these viewpoints of the
role of the vital statistician. One is the development of a statistical data bank—
an areal type of data bank which contains information concerning the community.
What is the population of a particular area, what characteristics does it have?
What kind of housing is in this particular area, and what are its characteristics?
What is the economic base of this part of the community? What is its religious
bme? What are the schools tirough which health programs can operate? What
are the local government facilities with which the health department might co-
operate? What kinds of communication media exist in the area? What is the
local history of the area? All of these data will give us characteristics of the com-
munity which we serve and characte~tics of the population, and aid in offering
services and in program planning.

Another project is the development of a central index system for a health
department-an index system with both an individual and a family base. What
kinds of services do we offer to people? What people are getting what kinds of
services? What servica are used by people from the same family? Which fam-
ilies use preventive services and which families use treatment facilities?

Sti another project is the development of a good street duectory. At this
meeting we heard much talk about the census tract geographic coding and other
types of area addrw coding. I think an areal dwectory is very important. Fur-
ther, to maximize its utility, a variety of health indices should be developed and re-
lated to the address codes. This is a big commission, but I hope to encourage

people in various areas to begin such a task. In relation to th~ directory, good

mapping for the area is very important. A visual view of the location of the pop-

ulation and its characteristics is very helpful to program planning.
An example of how these various functions might be combined is the develop-

ment of a population demonstration laboratory which is just getting underway.,
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in St. Louis County and the city of St. Louis. Collaborators in this project include
the county health depa~ent, Washington University, and St. Louis University.
An area of the county has been selected to be part of this laboratory, and an area
of the city of St. Louis also has been selected to be part of this laboratory. Within
these areas we hope to carry out and evaluate demonstration projects of various
kinds, to initiate new treatment and preventive services, to experiment with training
programs, and to conduct health and social surveys. We will try to develop as
detailed information as we possibly can for the popdation and the areas and see
which information is most useful in health programing and planning.

In closing, I would like to make some very brief comments about the local,
State, and Federal governmental levels: Where should local efforts be directed?
In what ways should Federal and State resources be utilized to improve and aug-
ment local efforts?

First of all, it is important to note that there are a lot of agencies on the local
level, all working with very similm types of problems in any local community. For
example, the planning agencies need to know how much population resides in var-
ious areas and the characteristics of the population. Similar information is needed
by health and welfare councils, by the poverty programs which are going into oper-
ation all over the United States, and by universities. Further, all of these organi-
zations are interested basically in many of the same problems. Some exploration
is needed about possibilities of collaboration. It is necessary for someone to contact
the various agencies, to see what they are doing, and what kinds of information
they have to offer to each other. This is the beginning of a statistical data bank.

On the State level, I think resources should be used in training personnel, in
keeping local offices informed of methods of procexing of vital statistics data, in de-
veloping instruction manuals, and in general consultation.

From the Federal level, we need help in the development of training pro-
grams and funds for various types of research studies and demonstration programs.
In addition, I think it is very important that national publications and visual aids
of various kinds concerning. for example, vital statistics trends and methods be

“. .

available. These are helpful in interpreting
in training, and in initiating new procedures.

Thank YOU.

Mr. FRAZIER. Thank you, Dr. I<antor.
Now I would like to mk a colleague of

some of the problems as he saw them from
weeks ago.

trends which we find in local areas,

mine, Mr. Robert Israel, to discuss
the Maryland vantage point a few
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New Roles for Statisticians in

I

I

Health Departments Serving

Metropolitan Areas

Mr. Robert A. Israel, Supervisory Statistician,

Branch, Diukion of Vital Statistics, National

Statistics, USPHS

Mortality Stat&tics

Center for Health

In considering health statistics for metropolitan areas it occurs to me that a
number of boundaries exist whose lines have to be either blurred or erased if we
are to meet our objectives in bringing improved health services to the people.
These boundaries exist not only on the maps of our respective areas of jurisdic- “
tion but also in our own minds. The boundaries to which I refer are not only
the outlines of political subdivisions, States, counties, cities, census tracts, city
blocks, or what have you, but also they are the barriers of convention and re-
sistance to change.

Let us discuss the problem of geographical boundaries first. Maryland,
where I have had some direct experience, is a small State with some 3 ~z million
population. It is contiguous with four other States and the District of Columbia.

Furthermore, in the area of vital statistics, the counties of Maryland are ad-

jacent to six other registration areas. In addition to the four neighboring States
and the District of Columbia, Baltimore—Maryland’s major city—is a separate
registration area.

For Standard Metropolitan Statistical Area purposes, the State contains one
area composed of a central city and five adjacent counties, and also two other
counties which make up part of another standard metropolitan statistical area
that crosses the State line.

You can see that even in a small State which contains only 23 counties and
1 independent city, there are many political boundaries to consider. Yet aside
from the standard interchange of vital records and vital statistics, I can think of

very few efforts or collaborative attempts to collect metropolitan or regional
health data that cross any jurisdictional lines. I am sure this is not an atypical
experience. But at the same time we all know and have known for a long time

that our health problems have no respect for manmade lines drawn on the

pieces of paper which we call maps. We can no longer afford to allow our think-

ing to stop at the city line, the county line, or even the State lime. It is imperative
that we raise our horizons and enter into an era of much closer cooperation with

other health jurisdictions in the development of local metropolitan regional data.
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These data must be timely, accurate, and comprehensive in scope in order to
serve a variety of purposes, ~pecially in the area of planning for health services,
health manpower, and health facilities. Pending Federal legislation makes it
imperative that States, metropolitan areas, and other regions step up their stafiti-
cal activities to provide input to the planning process.

We all agree that planning shotid not be undertaken in a vacuum. But
what are we going to do about it? As statisticians we must be prepared to shed
light on problems pectiar to geographical areas that have only recently taken
on importance to us. We must be prepared to deal with old problems which
have taken new dimensions in our urban areas, and we must be prepared to cope
with entirely new problems. We must develop mechanisms to collect data on
demographic as well as health characteristics, in order to construct meaningful
indicm and rates.

To be sure, the concept of development of metropolitan health statistics is
not new to us. But the concept of timely data for redefined regions is one to
which we must direct our attention.

What about the other boundaries-the barriers of convention, inertia, re-
sistance to change? Health agencim certairdy have no monopoly in the field of
metropolitan planning. As a matter of fact metropolitan or regional planning
councils and similar organization are coming to the fore. These organizations
not ordy are consumers of data of a great variety, in many cases they are pre-
pared to become producers of data of great variety including data in the health
field. If those of us who specialize in health statistics and in public health in gen-
eral don’t want to be left out in the cold, we must as a group become more
flexible in our thinking and our work. We are doing many things today because
that is the way it was done 5, 10, 20, or even 30 years ago. But we seem to lose
sight of the fact that these old and comfortable ways that we have were once
new and inventive. Public health statistics and demography have fine tradi-
tions for us to look back on, but I say we must look forward to the new challenges.

What, then, can we do to assure that the kinds of data of appropriate
quality will be available at the Federd, State, local, metropolitan, or other re-
gional levels to assist in the planning, evaluation, and control of health activities?

There should be some standardization of certain health data and indices to
be uniformly collected throughout the cooperating areaz in order to provide com-
parable information. This does not imply that aJl health data must be stand-
ardized or routinely collected everywhere. However, it does imply that a
mechtim be developed to enable a well-informed attack on the problem where
common problems exist-geographical boundaries notwithstanding. We should
not fail to apply ourselves to the emerg~.g problems which require new or dfierent
methodology or data collection techniques.

We shotid give serious consideration to the further development of survey
techniques in order to be responsive to the changing needs for information. Such
surveys can be invaluable in providing the health characteristics or descripto~ of
interest on a current basis as well as the demographic characteristics so frequently
needed in our denominators. Much of our currently available metropolitan or
regional health data, for whatever geographical boundaries we consider, is for
the most part limited to periods of time closely related to the decennial census.

The Census Bureau will be in a position to produce, on request, data for
some very flexible detitions of smw areas Witi metropolitan areas for 1970.
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This will be in most instances extremely useful. But what of data for other years?
Local health departments must be responsive to the changing problems within their
scope of responsib%ty. They cannot afford to be anchored to the decennial data.

We should give attention to the idea that has been proposed at this conference
of creating health statistics centers. Such centers should concern themselves with
inputs of health data from a wide scope of sources within their area, not just
the data avadable through the official health agency.

A health statistics center should serve as not ody the focal po~t for data col-
lection but also as a stimulus to the metropolitan or regional planning efforts
through the provision of new kinds of data for those areas.

In conclusion, I would like to reemphasize the fact that not only is the com-
plexion of public health changing rapidly-we all know that-but some of the
most si~cant changes have their greatmt impact on our metropolitan areas.
After all, the metropolitan areas are where most of the people and the health
problems are located. The role of health statistics is a key one. We have within
our reach the tools to fac~ltate coordinated sound planning, to implement the prod-
ucts of the planning function, md to evaluate the results of our pro~m.

But we must be flexible in our attacks on the problems. We as health statis-
ticians must step forward and display some leadership. Otherwise, we are apt to
find that we, and the organizations we work for, WN slowly but surely find them-
selves being byp=ed as others do our planning for us.

Recently the Wtihington Post claimed that there are many uses of statitics,
the most important of which is the employment of statisticians. In my opinion
health statistics has done a better job in the past than to merit such a description.
If we are able to change our thinking and keep up with the times, then in the
future the Post’s description of the uses of statistics will certainly not be pertinent to
our area of application.

Mr. FRAZIER. Thank you, Bob. Our next praentation will ded with Senate
bill 3008. Mr. James King from the Office of the Surgeon General will describe
this for us.
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Health Statistics in
Metropolitan Areas

Mr. James F. King, Jr., Division of Public Health Methods, U.S.
Public Health Service

I want to give a partial response to some of the things that you have heard
from previous speakers and what we think of as perhaps the first step in the solu-
tion to some of the problems that have been delineated for you earlier in the
conference.

This step is one that is not complete because it is a bill that is in Congress, and
all of you know the possible state of anything that is still just a bill.

But this k the administration’s proposal, and it has the support of the Depart-
ment of Health, Education, and Welfare, the State health officers, the major vol-
untary agencies of a categorical disease nature.

I emphasize this because this piece of legislation, if it were enacted, wotid
eliminate particular disease categories in the formula grant protilon of the Public
Health Service Act and program increased resourc~ in comprehensive health serv-
ices to individuals and families. The question is: How can thii be done on the
Federal level? And how can local jurisdictions, metropolitan areas, and various
kinds of institutions benefit more directly and more effectively from the kind of
asistance we give?

Right now the bill is about to be reported out of the Senate committee. We
think it has a very good chance of being enacted this session. The bill has three
major provisions. There are formula grants for comprehensive health services to
State level, formula grants for flexible support for comprehensive health services to
individuals and families, and, finally, project grants for development of new kinds
of servic~ and innovations in organization.

Togo into the first part, the 6-year program of support for the comprehensive
State and community health planning would be formula grants through State
health planning agenciw with the advice of State health planning councils. This
means that to be eligible for the formda grant planning ~istance a State would
have to designate or establish a State health planning agency, which in many cases
would be the health department, but might also be some kind of interagency setup
that wotid puU together representatives from many difFerent agencies. Advising
the State heaIth planning agency wotid be a broadly representative State health
planning councfi which would include voluntary and consumer representation for
health and health related services. We are serious about the word “compre-
hensive” here, although this would not supersede existing planning mechanisms.
That is, Hill-Burton planning would still be done by Hill-Burton agencies. The
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regional medical programs and other programs which are developing would stti
do their own planning. But there would bean attempt to pull together the resdts
of all of these kinds of planning into a comprehensive plan for the State.

To assist the States in doing this, there would be areawide health planning
grants for particular proje~ts to pubEc or nonprofit planning agenc~es for metro-
politan areas, regional, or local areas. Approval by this new State health planning
agency would be required after June 30, 1968; but before that time, only if such
an agency exists. The Federal share would be up to 75 percent of the costs.

A new authorization would replace the current section 318 of the Public
Health Service Act which is now concerned with health facilities planning. The
new provisions would be for planning of health services and manpower as well as
fac~ities.

Then there would be support for training, studies, and demonstrations—all of
which are part of this planning package. These would be available for up to 100
percent of the cost of the projeck to improve health planning by selectively under-
taking developmental measures to increase the capabilities of people and agencies
to do planning. Public and nonprofit agencies and organizations, including uni-
versities, would be eligible. This is the first big block in this package: compre-
hensive health planning formula grants.

Next there will be formula grants for comprehensive public health services.
This is to provide flexible support for the provision of comprehensive public health
services focused on individuals and families in their communities, rather than fo-
cused on separate disease entities. The old section 314 of the Public Health Serv-
ice Act, as you may recall, was used to give formula grants for tuberculosis, heart
disease, or any number of other kinds of disease entities. Now the concentration is
to be on people.

In allotting of funds to the States for comprehensive health services, at lemt 15
percent of all funds allotted to the State must be available to the State mental health
authority for State and local community mental health services. At least 70 per-
cent of dl the funds available to the State health authority and to the State mental
health authority must be used to support services in local communities. The State
could retain up to 30 percent to strengthen State health agency or State mental

health agency operations.
The bii authorizw Federal grant funds to be used under this protilon to pay

the Federal share of the costs of the services provided in accordance with an ap-

proved State plan. We assume that the State health planning agency, with its

council, would be responsible for developing this overall comprehensive State plan.

Beginning .]uIY 1, 1970, the programs and services provided by these funds are re-
qw:red to-be ~ accord with the planning decisions made by the State health plan-

&g agency and ifi planning council.
The third major part of this package is health services development grants,

which are to be project grants. These would be used, you might say, to round

out the system, innovate, and to demonstrate new experiments in provision of com-

prehensive public health services. I should say here that the word “comprehen-

sive” means the inclusion .of environmental health services, mental health services,

vocational rehabilitation services, and many other kinds of services that may, at the

Federal level, be scattered among many different agencies. Of course, the situa-
tion varies from State to State.

—
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Now, these me the three main parts of this bill which is the direct result of
quite a lot of planning within the Public Health Service and with the State and
territorial health authorities. However, there are two other parts of the bill which
me quite interesting.

First is the provision for interchange of health personnel among State and local
agencies and Federal agencies. Right now the Federal agencies detail people to
State and local agencies. The reverse does not happen too often. The bill would
encourage this and make this easier.

Second, it wotid also provide authorization for training grants to train people
at the State and local level for public health work. SO there would be a greater
emphasis on training.

Now, as I said when I started, this is just a pending bill, but it does speak to
many of the problems that I think you have had defined for you before. So I
wotid like to interpret broadly what it would mean in terns of statistics. In the
second part-the formula grants for comprehensive health services-the key word
is flexibility.

We are&g to give the decisionmaking power back to the States and to the
local areas, to a.lIocate raourcm in accordance with their partictiar and specific
needs. But there has to be some justification for the expenditure of this money.
So there must be a planning process. And there will be the systems development
grants-projects which will have to be consistent with the State plan in 1970.

The planning emphasis on flexibility and this kind of coordination present a
tremendous information and analysis problem. Some of you may know that the

general health grant decreased in importance over the years while the number of
categorical grants increased. This was a direct result of the inability of many areas
to set goals and meet them in some way—the faflure to estabIish and maintain effec-
tive program planning procmes.

The Planning-Programing-Budgeting System at the Federal level which is
making us all more concerned with the allocation of our resources and with what we
get from them is ve~ likely to have a kind of counterpart analysis at the State and
local level. And this will depend upon statistics: health statistics that define prob-
lems and goals, that tell you what we are doing now, and measure some kind of
progress. Without these statistics, the planning proc~, feedback, and all of these
new techniques really cannot work.

‘I’he fit line in the planning process is essentially the responsibtity of the
health statistician. You cotid ask and help answer the que,stion: What are the
categori~ of data which will be needed across the board to do comprehensive plan-
ning? We do not look ordy at the categories we now have and try to match them
up, but at what we wilI need to coordinate comprehensively the impacts of services
in respect to particdar individuals and families.

Some of-the other panelists here have mentioned the need for data on indi-
viduals and families, and in one Of the pretious s~ions there was talk of a social
data bank. How much information can we get? HOW much do we really need?
Well, all of these thin~-t.hese broad ~terpretations of the impact of this bill
and of the planning process as introduced at all levels of Government-are con-
sistent with the kind of long-te~ tig that has been laid out in a document by
the &istant Surgeon General for Plans of the Public Health Service. It is a
speech that was delivered at the Amefican Public Health Axociation meeting in
New York. I think it indicatti some of the directions we are likely to go, whether
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or not the present bill is passed. With all of the new legislation you have heard of,
with aU of the new responsibilitia that are going to the State and local health
agencies, there must be this kind of coordination. If not this particular law, there
will be some other kind of pro~am to carrry out this function.

Mr. Pond mentioned three major principles in his speech: Coordinated
action, leadership of the type that Mr. Israel W* speaking of, and, finally, what has
been called creative or cooperative federalism-the idea that all three levels of
government are concerned at the point of impact-the point where the individual
and the family meet with the comprehensive services that are going to be pro-
gramed for them.

This last idea also has been exprewed in a number of ways, one of which is in
the name that was given to the bill, which is “Partnemhlp for Health.” This idea
is used over and over again in justification for it, that all levels of government, as
well as the voluntary or private sector, have to work together at the point of impact.
The relative roles of thae ~erent agencies and organizations will be defied as
the statisticians define them. So the statisticians have to look across these inter-
governmental and interagency boundaries to get this broader focus. That is what
we mean by comprehensiveness of planning and implementation of services.

I would like to put in a plug now for the presentation Mr. Miller is going to
make and ask you, as you see what he is trying to present, to think how you might
change the factors that go into his “Q’ equation. What factors need to be added
or changed in planning for metropolitan areas to make this useful, to set priorities
for pro~am planning for comprehensive health services to individuals and families
a.ssets of multiple problems? What kinds of new data, new concepts, new rela-
tionships do the statisticians have to be concerned with to use techniqua like this
in the extremely complex and growing metropolitan areas?

Mr. FRAZIER. Thank you, Mr. King. There is another very similar tech-
nique to the PPBS, perhaps more sophisticated for us in health, that is coming
up through the Indian Health service. This program packaging technique is
similar in many ways to some components of the Planning-Programing-Budgeting
System now being implemented throughout the Federal Government. Because
this is a broad topic Mr. Miller will focus on the problem of using statistical infor-
mation to determine program priorities, and that is the technique that Mr. Miller
will now describe to you.
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Q Index A Method for Determining
Health Program Priorities

Mr. James E. Miller, Chief, Ofice of Progmm Planning and
Evaluation, Division of Indian Health, Bureau of Medical Services,
USPHS

I wotid like to preface my discussion of the Health Problem Priority Index
(better known as the Q Index) with a little background relating to the responsibilities
cIf the Division of Indian Health. Although the Division of Indian Health is very
much a part of the Federal organization as such, the responsibilities are very similar
to many of our State and local health organizations. I am referring especially to
the broad, comprehensive activities that, within a single operating agency, include
the total health of a population-responsibfitiies that are not liiiited to any disease
or set of conditions but which encompass all dise~es and environmental conditions
detrimental to the health of a population.

In order to satisfy this responsibility, the Division of Indian Health operates
approximately 50 hospitals, 46 health centers, and over 55 health clinics. In addition,
a large proportion of health services are obtained through contractual arrangement
with local health departments, community hospitals, and private physicians.

The complexity of these operations dictated the development of a formal
standardized system for planning health programs and the allocation of available
resources.

The system that has evolved, to date, is described in the document “The Prin-
ciples of Program Packaging in the Division of Indian Health.” Copies of this docu-
ment have been provided to you and additional copies may be obtained from the
Office of Program Planning and Evaluation, Division of Indian Health, Public
Health Service.

Our discussion this afternoon will be concerned only with the development of
the Health Priority Index (Q).

The basic contribution of Q to the program planning process is that it enables
the program manager to consider all diseases and conditions on the same continuum
of measurement and from the same aspect. Q in its present form is, admittedly,
ve~ embryonic but with proper expansion it has considerable value in assisting the
manager in making decisions regarding program emphasis and priorities.

In the development of Q two major factors were considered. An index was
desired that would reflect the impact of the diseases on our beneficiary population
and at the same time reflect the amendability of the disease to further reduction within
the limits imposed by generally available knowledge and techniques. The first factor
is measured in terms of productive potential lost due to a disease or condition while
the second factor is measured by mortali~ and morbidity differences between the
Indian beneficiary popdation and that existing in the general U.S. population. In
general, then, the more time lost—the higher the index number, the greater the
difference in mortality-the higher the index, and the higher the Health Problem
Ind=—the higher the priori~ for program action.
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The Health Problem Priorih] Index (Q) is obtained by weighing the crude rate
for the Ind.an population (D) by amenability to treatment as measured by the Health
Problem Ratio (M), and a value reflecting years of productive life lost clue to mortality
(P) and adding to this product factors which reflect time lost due to morbidity
(Aand B).

The specific formula is:

Q = MDP+ L,#(274.0) + :(91.3)

T1~is health problem index, or Q, forms the basis for establishing a priority for
ranl;iilg a disease classification, or even a specific disease, in terms of relative
nnportance.

Each factor combining to makeup Q will now be taken as follows:

Indian rate
1. M= Health Problem Ratio =U S rate

. .

Ttis value Indian rate
, ~ S rate , is obtained by forming a ratio of Indian deaths (Mi )

. .
to the all races deaths (Mt ) using mortality rates that have been adjusted to
a standard million population. To arrive at these adjusted rates, the following
steps are taken: For both the Indian population and for the total U.S. population,
th~ age specific death rates for each he~lth problem in the 17 broad cl~ss~fications
(See table I) were calculated. These age specific death rates for both the
Indian population and for the total U.S. population are applied to the age
distribution of the standard population (table III) which is distributed in
such a manner as to yield an approximation to the average single-year age-
specific-death rates independently of the age distributions of the two populations.

2. D = Crude Indian mortality rate per 100,000 from a specified cause group.
This factor will have been calculated in the derivation of M.

3. P = Value for productive life lost due to mortality.
To arrive at P, the fo~lowing steps are taken: For any cause selected, determine
the average age at death by:

a. determine the midpoint of each age interval selected. This midpoint is
then multiplied by the number of deaths for that age group. This product
will be the total years lived for those who died (table IV). For the age
group under 1 year the midpoint 0.5 is used, and for the age group 75
years and over 80.0 has been arbitrarily selected as the midpoint. The
average age at death for a particular health problem is obtained by summing
all the totals of years lived for all the age groups, and dividing t’his sum
by total deaths for the year.

b, This average age at death derived in “a” is subtracted from 65.0 years which
in terms of Social Security Laws represent generally the top limit of s
productive employment. Considering also that the Census Bureau has
arbitrarily classified persons over 14 years as the potential working force
in the population, it rnea,ns for our purposes that peisons under 15 years
of age have a total productive potential of 50 years and any one dying
under the age of 15 years has lost 100 percent of hls total productive
potential so that, in general, we have:

P=
p=

P=

1.0 when the average age at death is less than 15 years;

0.01 when the average age at death is greater than 65 years, and

65.0– average at death

50.0
when the average age at death is between
15 and 65 years.
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4.L,A,and B-measurements of loss due to morbidity.
~ ~ =%= average length of stay for Indian hospitals

La= average length of stay for non-Indian hospitals
Overallj because this ratio of the Indian experience did not exceed that of
all races by more than 2 percent, in the example below, for simplicity, we
arbitrarily assi~ed this ratio the value of unity.

b. A—Computation of conversion factor.
Lost productive potential is also measured by days of hospitalization and
visits to outpatient facilities. For this purpose, determine the patient days
per 100,000 population; and because productivity lost from mortality is
expressed in terms of years, morbidity must also be so expressed and by

1

equating one inpatient day to~of a year, we have:
365

A
~,where A = number of inpatient days

and N = the total service popdation for the area.

Converting to years by mtitiplying by& itbecomes

#.&5 . 100,000=$ 10:~~O=#. 274.0.

c. B-Computation of conversion factor
Assuming that 1 outpatient visit is equivalent to a loss of 73 of a day,

.
then 3 outpatient visits = 1 day’s loss, and A = portion of a year

lost, we have:

B
where B =number of outpatient visits

w—
and N= the total service poptiation for the area

Converting to years by multiplying &
>

B
~ becomes ~.&. Expressing this m a rate per 100,000 persons it becomes

>
B1. . —.
N 1,095

B 100’OOO=; .91.3.
100’000 = m . 1,095

Finally, then, the formtia for the Health Problem Index Q now appears as
indicated before,

~ 274.0) +: (91.3)Q= MDP+LN(

To more fully describe the application of this formtia, we shall use hypothetical
figures to clarify the procedure in obtaining Q. To begin with, suppose we have
available Indian deaths from two States under the jurisdiction of Area Office Z.
These deaths are by age and in the broad clarification cause groups shown in table I.
These deaths are then converted to rates by relating events to the estimated population
in the respective age intervals. The computation of these age-cause-specific death
rates are shown in table II.

The class of disease “accidents, poisonings, and violence” has been selected as an
example. From table II which give the death rates from selected causes in broad
classes, the age-specific rates from class XVII are selected. These have been Ested
in column (5) of the appendix table III. By multiplying these age-specific death
rates in each age group by the corresponding weight for size of age group (2) we
obtain the products in column (6), the weighted specific rates. The sum of this
column when divided by tie number of years gives tie equivalent average death
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rate or acljusted death rate (ADR) for Indians. The same procedure is applied to
the data for all races and carried through in columns (9) and (10).; and the sum of
column (10 ), when divided by the number of years, gives the adjusted death rate
(ADR) for all races.

The ratio of this adjusted death rate for Indians from accidents, poisonings,
and violence to adjusted death rate for all races, from this same cause, gives us M,
the first factor in the formula for Q. The Ms for each of the 17 health problems
are derived in the same manner.

The factor D is the crude death rate from. this cause, i.e., accidents, poisonings,

etc.; and in our partictiar instance (from table II) is 304.2.
The factor P represents the productive years lost because of mortality from a

given cause and in this example is computed from the average age at death from
accidents, poisonings, etc. Continuing our example of deaths from this cause, we
had 80 deaths reported. In the first age group (under 1 year) there were 7 deaths
reported. AsSting that deaths are evenly distributed throughout the year it follows
that ‘hose who died lived, on the average, one-half of a year. Another way of con-
sidering Wls is that the midpoint of the age interval represents the average age at
death for the interval, and we can say that in the age interval 25 to 34 years each
of the 11 individuals who died lived 30 years; and together, all 11 lived a total of
330 years. Following this procedure through all the age intervals, and assuming
further that those who died after attaining their 75th birthday lived 80 years, we
arrive at a total representing all the years lived by those who died in the clifferent age
intervals. This total divided by the number of deaths gives the average age at
death and in our example was 33.2 years (see table IV). This number (33.2)
subtracted from 65.0 gives 31.8, the number of productive years lost. Finally, 31.8
divided by 50.0 gives 0.64, the productive potential of a lifetime that is lost. In
terms of the Health Problem Index represented by

Q= MDP + L+ (274.0) =;(91.3)

we have obtained N, D, and P and so far we have

Q= ~(304.2) (0.64) .

From the mortality portion, we will now direct our attention to the morbidity
portion or hospital feature relating to accidents, poisonings, and violence pertaining
to Area Z. As indicated above, for all practical purposes, we will consider the
ratio L to be unitv.

AB
In our present example, all that needs to be computed are ~ and ~. On

57.28 47.52
table V, for class XVII, we have — —

26,300 and 26,300
respectively for these two values.

AISO on table V is shown the products of multiplying these values by the conversion
and 91.3.

By ranking the Q values in descending order, as shown in table VII, the Disease
Priority Ratings are assigned for Area Z. Shown for comparison are the ranl< values
based on the crude mortality rates.

It is recognized that many factors affecting health problem priorities, such as
social, psychological, and economic costs of morbidity and mortality, have not been
given full consideration in the pres:nt formulae for Q. We are currently engaged in
increasing the sophistication of this technique to include these considerations. In
the interim, however, it is felt, in its present form, the method effectively highlights
the major problem areas.
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Table 1. Indian Deaths From Selected Broad Classes of Diseases by Seiecfed Age Groups, Z Area,
1963

Cause of death Total

Allcauscs . . . . . . . . . . . . . . . . . . . . . . 314

I.

II.

III.
w.

VII.

VIII.

E.
x.

XI.

XIV.
xv.

XVI.

XVII.

Iufective and parasitic . . . . . . . . . . 18

NeoplasmS . . . . . . . . . . . . . . . . . . . . 27

Allergic, endocrine, etc. . . . . . . . . 8
Diseases of the nervous system. . . 16

Diseases of cirtiatory system . . . . 69

Diseases of the respiratory

system . . . . . . . . . . . . . . . . . . . . . . 35
Diseases of the digestive system. . 20
Diseases of genito-urinary

system . . . . . . . . . . . . . . . . . . . . . . 4

Deliveries and complications of

pregnancy . . . . . . . . . . . . . . . . . . 2
Congenital malformations . . . . . . . 5

Diseases of early infancy. . . . . . . . 24
Symptoms, senility, ill-defied, . . 6

Accidents, poisonings, and
violence . . . . . . . . . . . . . . . . . . . . 80

Jnde
1

year

61

3

1

. . . .

. . . .

. . . .

18
4

. . . .

. . . . .
4

24
. . . . .

7

1-4 5–14
years years

— —

9 8
. —

1 1

. . . . . . 1

. . . . . . . . . . .
1 . . . . .

. . . . . . . . . . .

1 1
1 . . . . . .

. . . . . . . . . . . .

. . . . . . . . . . . .

. . . . . . 1

. . . . . . . . . . . .

. . . . . . . . . . . .

5 4

15-24 25–34
years years

— —

19 22
. —

. . . . . . 3

1 . . . . . .

. . . . . . . . . . . .

. . . . . . 1

. . . . . . . . . . . .

. . . . . . . . . . .
1 5

. . . . . . . . . . .

. . . . . 2

. . . . . . . . . . .

. . . . . . . . . . .

. . . . . . . . . . .

17 11

NOTE: In Z Area there were no deaths reported for classes IV, V, XII, and XIII.

;5-44
years

-—

35

2

4

. . . . .
1

8

3
3

1

. . . . .

. . . . .

. . . . .
1

12

45-54
years

26

1

4

1
2
5

., ...
2

1

. . . . .
,, ..,,
,. ...,

1

9

;5–64
years

36

3

7

2
1

13

. . . . .

2

. . . . .

. . . . .
,, . . .

. . . . .
,., . .

8

55-74
years

37

2

3

2
3

19

2
1

... ,,

.,, .,
,. .,.

.. ’,,
1

4

61

2

6

.3
7

24

10
1

2

. . . . .
,,, . .

,., ,.
3

3

Source: Special tabulations, Ditilon of Vital Statistiw.



Table Il. Death Rates for Selected Broad Classes of Diseases by Selected Age Groups, Z Area 1963

Cause of death

Allcauses . . . . . . . . . . . . . . . .

I. Infective and parasitic. . . .

11. Neoplasms . . . . . . . . . . . . . .
III. Allergic, endocrine, etc. . .
VI. DEeases of nervous system.

VII. Diseases of circulatory

system . . . . . . . . . . . . . . . .

VIII. DMeases of respiratory
system . . . . . . . . . . . . . . . .

IX. Diseases of digestive
system. . . . . . . . . . . . . . . .

X. Diseases of genito-urinary

system . . . . . . . . . . . . . . . .

XI. Deliveries and complica-
tions of pregnancy. . . . . .

XIV. Congenital malformations.

XV. DEeases of early infancy. . .
XVI. Symptoms, senility, and

W-defined . . . . . . . . . . . . .

XVII. Accidents, poisonings, and
violence . . . . . . . . . . . . . . .

-.
Total Under 1-4 5-14 15–24 25-34 35-44 45–54 55-64 65–74

1 year years years years years years years years years
— — — — — — .

,193.9 5>169.5 229.6 107.5 472.6 707.4 1,548.7 1,595.1 2>686.6 4,512.2
— — . —— — — — — —

68.4 254.2 25.5 13.4 . . . . . 96.5 88.3 61.3 223.9 243. ~
102.7 84.7 . . . . . 25.5 24.9 . . . . . 177.0 245.3 522.4 365. $

30.4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 61.3 149.2 243. $
60.8 . . . . . . . 25.5 . . . . . . . . . . 32.2 44.2 122.7 74.6 365. S

262.4 . . . . . . . . . . . . . . . . . . . . . . . . . . . 354.0 306.7 970.1 2>317. (

133.0 1,524.4 25.5 13.4 . . . . . . . . . . 132.7 . . . . . . . . . . . . . . 243. S

76.0 338.9 25.5 . . . . . 24.9 160.7 132.7 122.6 149.2 122. c

15.2 . . . . . . . . . . . . . . . . . . . . . . . . . . . 44.2 61.3 . . . . . . . . . . . . . .

7.6 . . . . . . . . . . . . . . . . . . . . . . 64.3 . . . . . . . . . . . . . . . . . . . . . . . . . .
19.0 338.9 . . . . . 13.4 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
91.3 2,033.8 . . . . . . . . . . . . . . . .’. ..- . . . . . . . . . . . . . . . . . . . . . . . . . . . .

22.8 . . . . . . . . . . . . . . . . . . . . . . . . . . . 44.2 61.3 . . . . . . . 122.0

304.2 593.2 127.5 53. ~ 422.9 353.7 531.0 552.1 597.0 487.8

75years
md over

0,517.2

344.8
1,034.5

517.2

1,206.9

4, 137.9

1,724.1

172.4

344.8

. . . . . . .

. . . . . . .

. . . . . . .

517.2

517.2

Nom: In Z Area there were no deaths reported for class= IV, V, XII, and XIII.

Table II-A. Death Rates for Accidentsr Poisonings, and Violence by Selected Age Groups, All Races,

1963

Under 75
Cause of death Total 1 1-4 5-14 15–24 25–34 35-44 45–54 55–64 65–74 years

year years years years years years years years years and
over

— — . — — — — — — —

Accidents, poisonings, and

violence . . . . . . . . . . . . . . . . . . . . 69.4 91.2 32.2 19.2 69.1 67.1 67.7 78.8 90.6 115.1 302.2
— — — — — — — — — —

Accidents . . . . . . . . . . . . . . . . . . . . . . . . . . . 53.4 86.2 31.1 18.3 57.3 45.1 43.0 51.4 62.5 89.9 274.2

Suicide . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 11.0 . . . . . . . . . . . . 0.3 6.0 11.8 16.0 21.1 23.6 22.4 25.3

Homicide, . . . . . . . . . . . . . . . . . . . . . . . . . . 4.9 5.0 1.1 0.6 5.8 10.2 8.8 6.2 4.5 2.9 2.7

Source: U.S. Department of Health, Education, and Welfare, Public Health Service, National Center for Health

Statistiw: Vital Statistic of the United States, 1963, vol. II, pt. A, tables 1-9.
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Table Ill. Work Sheet Showing Adiusfment by the Equivalent Average of the Death Rates For
Indians ‘in Area Z and All Races, 1963

Deaths
in 1963

ti-om
acci-

dents,
etc.

Deaths
in 1963

born
acci-

dents,
etc.

(4)

7
5
4

17
11

12
9
8
4

3

Specific
rat= per
100,000
popda-

tion

Specific
rate9 per
100,000
popula-

tion

Weight
for size
of age
group

Esti-
mated
popu-
lation
1963

Weighted
specfic

rate

Estimated
population

1963
Age (ii years)

(1) (2)

1

4
10
10
10

10
10
10

10

25

(3) (5)

(4)

s

(6)

(5) x (2)

(7) (8) (9)

(8)

E

(lo)

(9) x (2)

Under I . . . . . . . . .

14 . . . . . . . . . . . . . .
5-14 . . . . . . . . . . . . .
15-24 . . . . . . . . . . . .

25–34 . . . . . . . . . . . .
3544 . . . . . . . . . . . .
45-54. . . . . . . . . . .
55-64 . . . . . . . . . . . .

65-74 . . . . . . . . . . . .

75+ . . . . . . . . . . . . .

Total . . . . . . . .

1,180

3,920
7, #o
4,020
3, 110

2,260
1,630
1,340

820

580

593.2

127.5
53.8

422.9

353.7

531.0
552-1
597.0

487.8

517.2

59.3

51.0
53.8

422-9
353.7

531.0
552.1
597.0

487.8

1,293.0

4,075,000
16,647,000
38,012,000
27,717,000

22, 154,000

24,502,000
21,464,000
16,392,000

11,335,000

6,232,000

3,717

5,360
7,291

19, 161
14,883

16,622
16,887
14,839

13,070

18,835

30,748

91,2

32,2
19.2
69.1
67.1

67.7
78.8
90.6

115.1

302.2

(69. 4)

9.1
1?,9

19,2

6’3, 1
67, I

67,7
78.8
90.6

115.1

755.5

1,285.1(304. 2)100 26, 300 80 4,401.6 B8,531,000

4401.6
ADR (Indian) ~=44.O

1285.1
ADR (All Rac~) ~= 12.9
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Table IV. Average Age at Death Among Indians from Accidents, poisonings, and ~olencef in
Area Z, 1963

Age interval

(1)

Alleges . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Under 1 year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
5-14 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
15-24 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
25-34 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
3544 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
45-54 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
55–64 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
65-74 years . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
75 years and over . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2658.5
Average age at death=%= 33.2 years.

Number

(2)

80

7
5
4

17
11
12
9
8
4
3

Table V. Morbidity Component, Area Z

Disease classficat.ion

Total,e xcludmgn ewborn . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

I. Infective andparasitic diseases.. . . . . . . . . . . . . . . . . . . . . .
11. Neoplasms . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

III. Allergic, endocrine, and nu~jtional diseases . . . . . . . . . . . .
IV. Diseas= of blood and blood-forming organs . . . . . . . . . . . . .
V. Merit@, psychoneurotic, etc. . . . . . . . . . . . . . . . . . . . . . . . . .

VI. Diseas= of thenervous system.. . . . . . . . . . . . . . . . . . . . . . .
VII. Diseases of thecircdatory system.. . . . . . . . . . . . . . . . . . . . .

VIII. Diseas= of thercspiratory system . . . . . . . . . . . . . . . . . . . . . .
IX. Diseases of the digestive system. . . . . . . . . . . . . . . . . . . . . . .
X. Diseases of the genito-urinary system . . . . . . . . . . . . . . . . . . .

XI. Complications of pregnancy.. . . . . . . . . . . . . . . . . . . . . . . . .
XII. Diseasw ofskinand celltiar tissue. . . . . . . . . . . . . . . . . . . . .

XIII. Dise~a of bones and organs of movement . . . . . . . . . . . . . .
XIV. Congenital malformations . . . . . . . . . . . . . . . . . . . . . . . . . . . .
XV. Certain diseas= ofearlyinfaney . . . . . . . . . . . . . . . . . . . . . . .

XVI. Symptoms, ser.iility, and ill-defined. . . . . . . . . . . . . . . . . . . .
XVII. Accidents, poisonings, and violence . . . . . . . . . . . . . . . . . . .

A—In-
patient days

1963 (1)

52,729

2,911
1,548
1,248

215
728

4,289
3,543
9,580
7,807
2,262
5, 181
1,620
1,282

540
1,436
2,811
5,728

Midpoint

(3)

. . . . . . . . . . . .

0.5
3.0

10.0
20.0
30.0
40.0
50.0
60.0
70.0
80.0

B-out-
atient vishs

1963 (2)

44,833

1,670
717
897
186
997

1,928
2, 197
“9, 774
6,277
1,973
7,487
1,345

649
224
628

3,143
4,752

: (274.0) ‘

. . . . . . . . . . .

30.41
16.17
1’2.88

2.19
7.67

44.66
36.99
99.74
81.38
23.56
53.98
16.99
13.43
5.75

15.07
29.31
59.73

Years lived

(4) (2)x(3)

2,658.5

3.5
15..0
40.0

340.0
330.0
480.0
450.0
480.0
280.0
240.0

;(91.3)1

. . . . . . . . .

5.75
2.47
3.10
0.64
3.47
6.66
7.67

34.15
21.82

6.85
26.02

4.66
2.28
0.82
2.19

10.96
16.53

J

1N, (the =timated popdation at risk in the Area Z) =26,300.
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Table V1. Showing Method of Obtaining Q Values For Each of 17 Health Problems

Diseaseclassification
Mix DxP
2, + $(274.0) + ;(91. 3) = ~

I.

II.

III.

Iv.

v.

VI.

VII.

VIII.

Ix.

x.

XI.

XII.

~1.

XIV.

xv.

XVI.

XVII.

Infective and parasitic diseases. .

Neoplasrns. . . . . . . . . . . . . . . . . . . .

Allergic, endocrine, and nu&i-
tionald~eases . . . . . . . . . . . . . . .

Diseasa of blood and blood-form-
ing organs. . . . . . . . . . . . . . . . . .

Mental, psychoneurotic, etc. . . . .

Diseasesof the nervous system. . .

Diseasesof the circdatory system.

Diseasa of the rmpiratory system.

Diseas~ of the dig=tive system. .

Diseases of the genito-urinary
system . . . . . . . . . . . . . . . . . . . .

Compli&ationsof pregnancy, etc. .

Diseasesof skin and ceIldar tissue.

Diseases of bones and organs of
movement . . . . . . . . . . . . . . . . . . .

Congenital malformations.. . . . . . .

Certain diseasesof early infancy. -

Symptoms, senility, and ill-de-
tied . . . . . . . . . . . . . . . . . . . . . . . .

Accidents, poisonings, and vio-
lence . . . . . . . . . . . . . . . . . . . . . . . .

162.5
25.6

X 68.4 x &O +

395.6
431.6 X 102.7 x & +

174.7
58.5 x30.4x&+

o 0 0

0 0 0

366:7
513.9 X60.8XA+ 50.0

1429.3
2234.5 X 262.4 X & +

486.3
146.3 x 133.0 x ~ +

92.9 X 76.0 31.7
51.9 X=6+

19.2
18.4

X15.2x&+

6.4
n x 7.6x~+

o 0 0

0 0 0

1.7
-X

19.0 x 1.0 +

2.0
15.4 x

91.3 x 1.0 +

~ X 22.8 X 0.01 +

~ X 304.2 X 0.64 +

30.41 -t’.

16.17

12.88

2.19

7.67

44.66

36.99

99.74

81.38

23.56,

53.98

16.99

13.43

5.75

15.07

29.31

59.73

+

+

+

+

+

+

+

+

+

+

+

+

+

+

+

-f-

5.75

2.47

3.10

0.64

3.47

6.66

7.67

34.15

21.82

6.85

26.02

4.66

2.28

0,82

2.19

10.96

16.53

.

=

.

.

.

.

=

.

.

=

.

.

.

=

.

.

.

256

36

17

3

11

53

46

435

189

31

137

22

16

11

29

41

740
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Table V1l. Area Z Disease Priority Rating Rank Order Compared With the Rank Order of the Crude
Death Rate of 17 Broad Disease Classifications as Causes of Morbidity and Mortality, 1963

Rankorderof Disease
crudedeathrate priority

rating

1. . . . . . . . . . . . . . . . 1
3 . . . . . . . . . . . . . . . . 2
7 . . . . . . . . . . . . . . . . 3
6 . . . . . . . . . . . . . . . . 4
13. . . . . . . . . . . . . . . 5
8 . . . . . . . . . . . . . . . . 6
2 . . . . . . . . . . . . . . . . 7
lo . . . . . . . . . . . . . . . 8
4 . . . . . . . . . . . . . . . . 9
12 10
5 . . . . . . . . . . . . . . . .
~l):”.”:::::::::::: ;:

9 . . . . . . . . . . . . . . . . 13
(1) . . . . . . . . . . . . . . . 14
11. . . . . . . . . . . . . . . 15
(1),, . . . . . . . . . . . . 16
(1). . . . . . . . . . . . . . 17

1No deathsreported.

Diseaseclassification

XVII.
VIII.

I.
Ix.
XI.
VI.

VII.
XVI.

II.
x.

xv.
XII.
III.

XIII.
XIV.

v.
IV.

Accidents,poisonings,etc..... . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diseasesof ther=piratory system.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Infectiveplusparasiticdiseas=. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diseasesof the digestivesystem. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Complicationsofpregnancy, etc. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diseaswof thencrvoussystem. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diseasaof thecirc~atory system.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Symptow, senility,etc. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Neoplasms. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diseas=ofgenito-urinarysystem.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Certaindiseasesofearly infancy. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diseasesofskinplus cellulardssue.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mergic, endocrineplusnutritional.. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diseasesof bon= plusorgansof movement... . . . . . . . . . . . . . . . . . . . . . . .
Congenitalmalformations. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mental,psychoneurotic,etc. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Diseasesof blood plusblood-formingorgans. . . . . . . . . . . . . . . . . . . . . . . . .

Q
value

740
435
256
189
137
53
46
41
36
31
29
22
17
16
11
11
3

DISCUSSION

Mr. FRAZIER. I am sure there will be a number of questions regarding the
presentation of the “Q” technique and program packaging and also from the pre-
sentations of our other discussants.

First, as I pointed out to you, I would like to move back through the presenta-
tions as they occurred and see if we can get a fight going or a lively discussion.

I think there is a linkage here between a number of things we have heard.
Dr. Domke’s excellent presentation on what could be done with existing infor-
mation put together in a new way leads us in one direction.

The population laboratory ideas that were proposed tie into a number of the
promising featur~ of S. 3008.

The health survey information (at both the national level and the local level)
may be the type of information we will need to have if we get into the appraisal
of health problem3 such as hm been described in the Q index.

I would like to open this up for panel discussion and go back to Dr. Domke,
who was first and should have had an opportunity now to asi.milate some of
the remarks that have been made. Will you open up the discussion, Doctor?

/ -,
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Dr. DOMKE. Earlier it was s ted that I might be identied as a fellow
statistician. \In this discussion, thou h, I think I should revert to my role as a
health officer.

For a long time there has been a ctitical need for data about metropolitan
areas for they are the units in which the urban population lives. Metro data
more widely available to the public would have a good deal of impact on local
programing and, as better data, provide some of the stren@ that we need at the
local level to complement the program planning that goes on federfly.

To achieve good metro health data, however, the NCHS and other units of
the Public HeaIth Service must take a greater interest and give more attention
to the development of metro health material.

If it is understood that I am doing this to start the lively d~cussion that Mr.
Frazier requested, I will ask Mr. King a question.

I fit learned of the introduction of S. 3008 as I happened to come back to
this country from a stay in Ireland. When I first heard the phrase “cooperative
federalism~’ it seemed to me after having been a local health officer for 20 years
that this was like the British-imposed home rule for the poor, long-suffering Irish
nationalists.

I wodd like to have Mr. King comment, if he would, on how we can insure
that there is adequate local involvement, to achieve the kind of better planning that
he requests. Better statistical planning is needed, but can we insure that the local
statistician and other local personnel can make a contribution?

Mr. KING. There is a long standing agreement between Dr. Domke and my-
self about the direction in which the planning process and statistical programs
should go. I think we differ in our roles. He is on the firing line, you might say, in
the place where the problems are, and needs particular kinds of information to get
on with the action. He certatiy has the role of not just a goad but a conscience to
people who are doing the planning for tie Federal agencies—planning of the sort
in which I am involved.

I do not think as an individual I can speak for planning in the agency, what is
going to happen in the future, or what we are really committed to one way or the
other. But I can say that there is a much broader realization of the need for these
data, for supporting local areas much more effectively, for strengthening State
support of local areas much more effectively, and for getting feedback from the
local area, both to the States and Federal agencies, about the effects of what we
are reaIly doing. I mean the detailed effects, detailed information about the

effects of what we are doing here.
I believe there certainly is a responsibility to study and to listen to the

problems of the health officer~the decisionmake~-as they see them, especially

those who are sophisticated and who really understand the use of these data.
In some areas you may not have as much of a realization of the usefulness of

statistim, and I personally believe that it is up to the Public HeaIth Service and the
other Federal health agencies to continually encourage and to provide emphasis on

the local health-planning functions, on the better use of local information, on what
statistics really mean, on what we really need in these categories, and to publish
them, put them in proper categories, and to get them out not only to the places

that realize they need them, like Allegheny County, but to the places that are not
quite so sure.
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I think we are becoming much more concerned with the political processes
in the broadest sense, and with those other uses of health data- that Dr~ Domke
and some other people were talking about, the ones that the community planners
need, the poverty programmersneed. I am talking specifically of health data that
will influence their decisions in their own functional areas. In my opinion, in
the past we have not encouraged enough of these kinds of relationships at the local
and State level. And we are committed, I think, to strengthening these relation-
ships and to supporting this kind of interjurisdictional data gathering, as well as
creation of new categories and new forma~ useful for decisionmaking and for
action planning.

Mr.” FRAZBR. I think one element we need to pick up here is the fact that
whiIe there are challenges to the statistician (Mr. Israel said in the form of leader-

ship, and Mr. King said there are challenges in providing information along the
lines that Dr. Domke has outlined), there is also a need to look at new types of
information that w~ be required if we are to pursue this generalized technique
of ‘(Q’ or any other priority scheme, which allows us first to get up a goal, sec-
ondly to see what are important elements in attaining this goal, thirdly to look
at alternative ways of mo~ng toward this goal, and finally to sense how far we
have moved toward the attainment of this goal.

In a nutshell, that is what the program packaging and the PPBS are about.
As statisticians we have to consider this question very carefully: Do the techniques
we now have, do the measures we now generate, the form in which we now pre-
sent them, meet these needs? If they don’t, and if we are going to exert any

leadership, we’d better start looking for other indices, we’d better start listening
to what people such as the developers of the Indian health program packaging
method have done about modifying their techniques so they can approach these

program information needs.

I am not at all convinced that vital statisticians are particularly attuned to
the needs that are being taked about in pro~am budgeting systems.” I would
like to hear some comment on this, either from the panel or from the floor.

Dr. GLSAY (Louisville-Jefferson County Health Dep-ent). I don’t
know whether this is the right time to make this observation or not. But look on
page 20 of the conference program and you will find the vital registrars are in

their own briarpatch while we are in ours. They haven’t heard a word said
here. We haven’t heard a word they said. It looks like we will never get
together.

Mr. FRAZIER.Yes, sir,we are quite aware of that, Doctor Kelsay. I gu~sj
looking back as to why this was scheduled at this time, we felt (or somebody felt)
that all of these people were here and those who are not going to be in the regis-
tration executive’s meeting need something to do on Thursday afternoon.

I think it is a good idea to get together, but I do wish some of the vital
registration people cotid have participated in this session.

Miw GURALNICK. I would like to say I think it is rather appropriate we
meet here without the State people. The Federal-State pattern of relationships
has been quite well established and has been a good way of working out our

mutual problems.
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The metropolitan areas are by and large new, and the relationships with the
Federal Government are not established and are different relationships. They are
the ones where we have new problems and need new solutions. If this group can
recommend to the Federal Government or to the statistical agencies the needs
of the metropolitan areas independently, we might then move into a discussion
of the more complex three-way relationships of Federal-State-local governments.

Dr. WTOR. I would like to make an observation here, and it is one that
came up in the training session this morning also.

I think the concern (at least from the training session) is how to get people
to become vital statisticians. Either health departments train them themselves or
we look to schools of public health. It is important that we look to other places
also to recruit people with different points of view, because they might have some-
tting to contribute with their different approaches to vital statistics data.

Looking at this in terms of health planning, I think the economists, sociol-
ogists, the community mental-health-oriented psychologists, for example, all have
ideas which are relevant to health planning and we ought to look to ways of
having them collaborate with health departments in their work.

Now, I think also that in order to attract people to the field of public health
statistics they must have some freedom to develop interests of their own as well
as looking at ways of dealing with the more traditional vital statistics material.

I think b is relevant to the question of why the registram and people con-
cerned with certification and recording are in one meeting and we are here in
another meeting.

It also relates to the kinds of items that are on certificates, how are they being
usedj how are they being related to programing of all kinds.

I don’t know. Maybe somebody else would like to speak to this, too. Per-
haps these are quite radical ideas to some of the people here for the conference.

Mr. VAUGHN. I am wondering if we aren’t belaboring the term vital statis-
tics. I think we started out in an early age in the United States, in the early
1900’s, and we said there were seven basic functions of a health department, one

of which was vital statistics.

The vital statistics at that time were concerned mainly with the collection
of vital records which were termed birth, death, and fetal death.

Since that time we have been trying to get away from this connotation that

vital records are ordy those records pertaining to births, deaths, and fetal deaths.
Isn’t it just as important for a record coming from a nurse relating to a

pregnant woman who is going to give birth to a child, isn’t that just as vital in
some respects as the paper that wotid be recorded as a vital record? And some

of us who have been in this field for a while have been working to dispel the idea
of a vital statistic, and think in terms of perhaps a public health statistic.

Now we are turning to other tem and in many instances we call these public

health records. I noticed even the old American Association of Registration
Executives changed its name to the American Association for Vital Records
and Public Health Statistics, which changes this connotation.

As we get into local health departments we think in terms of operations of

programs, while at State levels we think mainly in terms of major study types
rather than the actual performance and carrying out of the work.
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So, we need an entirely dmerent type of statiiic at the local level. And this
comes from many types of records.

If we begin thinking in these terms, we get away from the connotation of
the so-calIed vital statistician and the vital record connotation and begin thinking
in terms of public health records as they relate to health.

Maybe we should get away from the connotation of public health records and
get to health records, and health statisticians, or analytical statisticians, and so
forth, rather than to stick with this connotation of vital statistician. I think we
would get a lot further with our work.

Mr. FRAZIER. There are even some who I believe might prefer to be labeled
public health analysts and, heretic that I am, forget about the word statistician,
because we do have, I thlnkj colleagues in this room who would say first they
were not statisticians but maybe they were sociologists. We have a health officer
who is very much interested in statistics. So I think maybe there is an element
of analysis here that sort of overrides dl of this.

This problem of being labeled vital records and vital statisticians has bothered
some of us a great deal.

Dr. DOMI<E. I am very much in agreement with everything that Mr. Vaughn
has said. My comments are not in disagreement, but are only to supplement.

Whether called vital statisticians or health statisticians, I think the real prob-
lem of frustration we all are dealing with is that we haven’t had available to us
some of the data we need to influence decisions in the community.

The meaningful data that are going to be most useful are more likely going
to be about the metropolitan area than about some municipality or State. I
think all of us wodd feel a good deal happier about our role if we were involved
in producing and using data that are more “natural” in the sense that they are going

to pertain to the real community in which most Americans live: that is the metro-

politan area.
I think some of our frustrations are simply because we have been producing

kinds of data which haven’t met the needs of the community planners. The
community plannem are making decisions all of the time. They are not going

to wait for the appropriate data, and some of that appropriate data are by metro-

politan area.

Mr. KING. I would like to respond to the idea that was put forth before
about the statisticim. I always think of statisticians as plannen. You might

go even further and say all statisticians or vital records people are public health

plannem.
Essentially that is the way in which their information is going to be used.

That is the payoff, or the payoff is even further beyond that: the implementation

of the plans and measuring the progr~.
I think a realization of this context and of the use of data would make au

of the statisticians really become planners. As soon as they become plannem they

can say what data are needed. They don’t just have to secure it for somebody

else who says what is needed.

Mr. DEHOFF (Baltimore City Health Department). I would like to t~e
kue with Mr. King on public health statisticians becoming public health plan-

121



ners. I think you can be one or the other. But when you get to be a p]~er
you become an administrator, and I believe we wotid be better off thinking of
onrselves as administrators or as statisticians in public health services, and in these
services we can plan systems. I think planning takes into consideration some of
the 1= tangible factors than you can develop here; but this is frankly a biased
opinion.

Dr. Kantor and Mr. Israel pointed out two areas for broadening your interest.
If you broaden your horizon, and lower your portals, I wonder whether you are
also going to lower your statistics.

Mr. Swayne took note of the difficulties of planning with statisticians only,

when you have situations where those in authority will not support travel for
statisticians to attend important professional meetings for no more than the distance
that everybody else goes to see a ballgame.

Mr. FRAZIER. Wotid anybody like to keep this planner-statistician dichotomy

argument moving? I will keep it moving, if no one else would like to. I think

everybody does a little bit of planning. I don’t think anyone dom all of it,

Maybe the way we ought to approach this planning responsibility and how

it ties into public’ health statistics is to ask ourselves what kind of information did
we produce last year with our vast statistical system that in any way effected a
meaningfti program change in our department.

Now I think it is good to addr~ this question to yourselves every now and
then. “It is a hard one to answer truthfuUy, because I am sure in my own career
there have been many years that have gone by where the system, as I knew it, did
not produce, at least to my knowledge, a meaningful change in the overall ac-
tivity in which I was involved.

The fact that it didn’t may mean I was too much a statistician and not
enough of a planner.

Dr. KELSAY. This business of being a planner or not seems to be a kind of
local and perhaps an administrative consideration. Some statisticians merely get
the facts and give them to someone. Others get the facts and interpret them and

give them to someone. Still others get the facts, inteWret them, and take some
planning action. And still others do all three of these and then take some execu-
tive action.

My situation is simply to get the facts, interpret them, and let it go from there.

I give it to tie health officer or” chief of the environmental health servicm, what-
ever it is, and he does the planning and action.

In my cue I don’t try to plan much, in, say, the division of general health on
@e basis of statistics that are given me.

Mr. FRAZIER. Any other confessions?

Mr. KING. When you are interpreting data, you are doing some planning,

too. What you consider most si&cant is indicated by how you strm it or how
YOU point out what it may mean. Isn’t this an influence and a minimum amount
of planning as to whether one goes on this way or whether one changes?

I think every statistician is hvolved ~ some ~ of planfig, even though
they are just ana.lyfig data; ad they may not be at the atiistrative level.
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Mr. SWAYNE. I feel there are many limitations to the quantitative approach.
There are certain things we can’t do and should not try to do. And that is part
of our role: To try to help administrators and planners know when measurement
is appropriate, and how to use it appropriately in program planning. This kind
of statistical service makes the statistician a true partner in the planning process.

Mr. KING. I think this is an area related to and reinforcing previous remarks
about the development of the social science disciplines, the training of new people,
and recruitment of people from universities. I think there are a great many
things that can be quantified. They may not be quantied yet, but they soon
can be if people put their heads together. Here Dr. Kantor’s emphmis on the
statisticians’ own intere~ is relevant. They certainly might be in the line of
quantifying something new, measuring something new, or developing some new
index. There k no reason at all why this should not occur in the local health
agency or planning agency. I myself hope this kind of research function will
increase at all levels of the government. As soon as a new unit of measurement or
a new index is developed, you have new alternatives to present to your decision-
maker. You have a whole new area of justification for his planning. Even if you
are not the one who actually makes the decision, you can show the one who does
how to do things he would like to do, but never thought were possible before.

On the definition of the word “planning,” I think everybody is becotig

more and more committed to the idea we want everybody to be in planning. We
don’t want an elite group of planners and then a lot of functionaries that sort of
serve them, giving administrative support, and a few people to run around and
carry out their orders. The idea is that as many people as possible should be
making informed judgments which all together in some way lead to a health plan
and its implementation.

Mr. MILLER. I would like to add to Mr. King’s’ remarks briefly. I wonder
if we might look upon the statisticians not so much as bean counters, as I have
heard them referred to (and I am one myself), but as ewentially analogous to the
intelligence officer in the military service, whose responsibility is to provide intelli-
gence to the program manager.

From this standpoint he has to know what the program manager needs in
order to make a decision. It is his responsibility to provide the quantitative basis
for making this decision. Now, this doesn’t mean that the decision is solely on the
basis of the numbers and the analysis you provide. There are ovefiding things
also, political pressures, sociological prewures, this sort of thing. But to view your-
self as a person who merely gives the numbers to somebody else to use as he sees fit
is to shirk a critical responsibility.

The person who is looking at the numbers is not familiar with the back-
ground, doesn’t know what they really are comprised of, or what they really meas-
ure. An analysis has to be done in terms of what the information is going to be
used for. From that standpoint, the statistician has to be very closely acquainted
with the planning process, the decisionmaking process, and what kind of informa-
tion is required.

Mr. ISRAEL. I would like to change the subject, MI could, and pursue a Iitie
further, perhaps with Mr. King, the questionof the interchange of personnel that
is d=cribed in Senate bill 3008.
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I think from Mr. Swa~e’s comments this afternoon (perhaps from some of
Dr. Kantor’s comments and from many other comments that we have heard all
week long at this conference and at other meetings) there seems to be a rather seri-
ous problem at the State and local level, and I think the Federal level also, in
recruitment and training of statisticians.

I wonder whether there is any definite thinking in terms of this interchange of
personnel as to whether this will be only a one-way street, or an exchange in which
the State and local levels will be able to provide the people to come and work and

get some exposure and exchange of ideas at the Federal level.

Mr. @G. Thisisa veryhteresting propma.1. AS you point out, most of the
movements of personnel in the past have been pretty much one way: Federal

people going to talk to State people and they sometimes give them technical wkt-
ance = we call it.

There are cases where State people do come to the Federal level for particular

kinds of training, such as the Communicable Disease Center. Laborato~ tech-
nicians come there to get various kinds of training.

There are preceden~ for this. But in the Elementary and Secondary Educa-
tion Act of 1965, which is the responsibfity of a sister agency in the education area,

there is a provision for the reverse flow of people, for State and local personnel to
come in and get experience at the FederaI level. This interchange of personnel is

also a major objective of S. 3008.

There are a lot of problems involved in freeing people at the State and local
levels to come and get this kind of training. But we are now in the process of
thinking what the administrative regulations for this kind of interchange would be,
and we would be happy to have suggmtions from the floor.

Mr. MILLER. I would like to say the Division of Indian Health has made a pro-
posal to the Surgeon General. It k somewhere in channels now. It offers the
training facilities of our division located in Tucson, Ariz., which we use to train

our own people in pro~am pltig, budgeting, adminstratve rmearch, and
management epidemiolo~; to train re~onal PHS representatives in pro~am plan-

ning. This wotid mean you wotid be getting some technical ~istance closer

than Washington.
I think tie possibility of expanding this training to include all States is quite

poxible. I cc-y believe if this conference came out wth a recommendation of

such, it w,odd fall on very eager ears.

Mr. FRAZIER. Mr. King, if this provision for training in S. 3008 do= go

through, would it be poxible for State people to come in for the types of orientation

s~ons that the Civil Service Commission has been sponsoring for the new pro-
gram budgeting approaches? I suspect that the Public Health Service will be
working with them. Wotid it be possible to bring the people in from the States

for this kind of orientation?

Mr. KING. I think it would be ~ential to bring them in for this kind of
orientation. The planning, programing, and budgeting system that is being put
h is, as you know, a Government-wide operation. This is being developed in all

agencies.
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IL.

Of course it hx to develop in the way that is peculiar to the function of each
agency. The Federal health agencies are a place for the State and local health
people to come to learn about these techniques.

I do think, however, that we are not going to wait for the State and local
people to be able to come to the Federal agencies for these kinds of things. There
will be an attempt to increase the technical ~istance and, as we said here before,
various kinds of training tistance to encourage State and local governments and
agencies to use these kinds of thin~.. There will be ficreased information to
tell them what is really available.

Dr. DOMKE. I think that this planning, this provision for interchange and
for the training that would accompany it, could very well bean extremely valuable
contribution.

Certainly all of us are very much aware of the kind of provincialism that we
find at the local and State levels. Certainly local health officers need to be told
that they must take a more active role in representing the problems with which
they are most familiar at State and National levels.

It is no Ies appropriate to hope that the national officials will also be less
“provincial” and recognize what are some very real kinds of local problems.

There would be, I am sure, some real problems in working out this inter-
change. But I, for one, would see this interchange of pemnnel between Federal
and local levels as a remarkably good opportunity to break down these barriers
which are so much tied to the Federal, State, and local legal structure of how we
govern ourselves.

These are legal structures that obviously go back a couple of hundred years
as we work in trying to solve health problems. Let’s be better health specialists
for today whether we are statisticians or planners or whatever.

I think this kind of interchange proposal might help a great deal in getting
us all to do a better job of Wing what we are—health specialis%and less con-
cerned with some legal realities (but sometimes also legal fictions ) of what is
Federal, State, and local.

Mr. FRAZIER. Thank you very much, Doctor.
I would like to thank the panel for their participation and the audience for

their participation, and with that I adjourn this special sewion.
Thank you.

DOCUMENTATION

1. “Some Implications of Urbanization on Urban Health Affairs.” Addrm by
M. Allen Pond, h,istant Surgeon General for Plans, U.S. Public Health
Service, at the Annual Meeting of the American Public Health Associa-
tion, New York, N.Y., Oct. 6, 1964.
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THIRD GENERAL SESSION

Presiding
Dr. Robert D. Grove, Chief, Diuti”on of Vital Statistics, National

Center for Health Statistics, U.S. Public Health Service

We would like to welcome all of you to this Third General Session.
I doubt very much whether there is anyone in the audience who feels
quite as vigorous, physically, as he did Monday morning, but I hope all of
you feel even more vigorous spiritually and intellectually.

As you know, the American Association for Vital Records and Public
Health Statistics has been in session here preceding this meeting. We
have had close relations for many years with the Association. I would
now like to call upon Mr. Lee Aase, the immediate past president of the
Association, to tell you of the activities underway.

Report of the National Meeting

of the AAVRPHS
Mr. Leland E. Aase, Past President

Mr. W. D. Carroll, President

The American Association for Vital Records and Public Health Statistics had
a 2-day se~ion on June 18–19, as well as a l-day preconference session with rep-
resentatives of the Social Security Administration.

The purpose of the preconference setion was to investigate the pmsibilities of
reaching an agreement about the problems of national record clearance. We
are particularly interested in a uniform numbering system. I am sorry to an-
nounce that we, as yet, have not reached definite conclusions in this regard; how-
ever, it is a subject on which we hope to continue negotiations.

We have had two excellent meetings with representatives of the Social Secur-
ity A-tration. Participant@ at the meeting represented the Social Security
Administration and the American kociation for Vital Records and Public Health
Statistics. Also included were representatives from the National Center for Health
Statistics and observers from Canada, who had special problems.

We are thinking about two possibilities. One is the use of the bitih number
as an identification number, and the other is the use of the social security number.
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The matter of record clearance, which we discussed at our meetings, is one
that is uppermost in our minds. It seems that with the tremendous increase in
research activities we in the State records services are deluged with requests for
all types of records. Our problem becomes one of providing services where we
have insufficient funds and personnel to get this job done. So our objective ~ to
find a uniform clearance method—a simple uniform method—that will give us
restits in these particdar areas.

At this time, Don Carroll, the president, will give you the balance of the
hociation meeting report.

Mr. CARROLL. There was an excellent presentation by Mr. Franzen on
procedures for State implementation of the standard certificates. Included were
historical notes relative to the development of standard certificates and the registra-
tion system in this country, a statement of needs for greater uniformity in our regis-
tration system, a proposed schedde for implementation of the standard certificates,
elements of a successful transition-which were very cleverly prepared—and rec-
ommendations for actions to expedite the implementation of the standard
certificates.

Mr. Veigel reported on a meeting of the Surgeon General’s Committee on
Research Us= of Vital Records.

Dr. Calhoun reported for the Committee on Library of Information. This
committee was appointed to study the proposal by Dr. Erhardt that the Association
develop a textbook on vital registration and vital statistics. The committee has
made its recommendations to the ~ociation, and the executive committee will
take appropriate steps to implement this proposal.

Other reports included one by Mr. Williamson data procurement. A com-
mittee of association members served in an advisory capacity to the National Cen-
ter to revise the schedule of fees for data. New contracts, based on these new fee
schedulm, have been sent to the several registration areas.

Mr. Chancellor, reporting for the Committee on Archives, said a history of the
Association since its organization in 1933 has been completed and is now ready for
the printer. It will soon be available for distribution.

Thank you.

Dr. GROVE: On my own behalf, and speaking for the staff of the National
Center for Health Statistics, I would like to thank Lee Aase for his cooperation,
particularly during the past 2 years when he was president of the AAVRPHS, and
to welcome Don Carroll as the new president. We have known Don for many
years, and we consider hm a very good friend.

The major item on the program this morning is to hear highlight reports on
the various workshop meetings and other sessions that were held this week. As you
know, it was mathematically and physically impossible to attend W of the ses-
sions, because most of the time there were at least four taking place simultaneously.
It is also obvious that many s@ons that extended from 3 to 6 hours, and were at-
tended by 50 to 150 people, cannot in a literal sense be summarized in the short
time we have this morning. Therefore, the people who are going to report to you
on these sessions deserve your sympathy, because they are under stringent time
limitations.

I would like to call first on Mr. Loren Chancellor to report the highlights on
Workshops A and B, which dealt with the stmdard certicates and handbooks.
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Workshop Highlights

WoAshops A & B

Mr. Loren E. Chancellor, Director, Records
and Statistics Division, Iowa Department of
Health

In summarizing the workshop reports, I was sur-
prised that there was quite a little agreement be-
between the two workshops considering the same
subject matter.

The standard certificates of live birth, death, and
fetal death.—It is agreed that the content of the cer-
tificates is in final form. The fomat is in final form,
with the exception of detailed editing and some
necessary changes due to errors.

There were several detailed comments on the
content of the certificates, such as wording of the
item on “month of pregnancy prenatal care began”
and education versus occupation. These detailed
comments will be included in the expanded work-
shop report.

There were comments on the format in regtid to
spacing, lettering, and the order in which the items
were shown. These will be adjusted in the final
copies.

The time schedule.—Certificates will be in the
hands of the States by fall. Certificates are to be in
use by January 1, 1968.

What the National Center for Health Statistics
can do and cannot do for the States, with regard to
the standard cer.tificates.-The Center will not be
able to print the certificates for the States. The
Center wiu be able to provide a photographic nega-
tive which the States may cut or modify and put
back together to suit the needs of the various States.
The Center wiIl be able to assistthe States in adapt-
ing the certicates after modifications are made.

status of the handbooks.—For the first time, I
believe, detailed handbooks were prepared with tie
intention that they be models for adaptation by the
States. They are a hospital handbook, funeral di-

rectors handbook, physicians handbook, and a med-
ical/legal handbook. The time schedule on these
handbooks is as follows: An editorial committee in
the Center will begin editing and rewtiting the
handbooks in the very near future. Commenfi are
solicited from everyone, and the Center will con-
sider these in their final preparation.

The target date for completing the handbooks in
the Center is October 1966, and distribution is
scheduled for the spring of 1967. 1 think that all
of us in the States would hope that this time sched-
~lle could be moved up, because{f the States are
going to adapt the handbooks to their own particu-
lar requirements a minimum of at least a year will
be needed to do this.

What the Center can and cannot do for the
States, with regard to the handbooks: Copies will
be provided to the States in any quantity they desire,
This would be with or without the covers, as the
State might desire. The Center will not be able to
publish any manual as r6tised for a specific State,

Comments on the handbooks: Some flags, such
as asterisks, and so forth, will be employed in these
handbooks to identify those portions which may re-
quire modification. If possible, this will be carried
out so that if a State desires to use a handbook, as
it is printed by the Center, there will be no undue
obstruction. Identical subject matter was found to
be not entirely consistent and uniform within each
of the handbooks. In other words, there is some
information repeated in vaxious manuals, and it was
brought out that this should be consistent in all
manuals.

For the physicians’ handbook, two approaches
were suggested; One would be the concentration
on medical certification with all other information
listed in the appendix, with the thought that the
physician will not have time or desire to read all of
the information. The second approach would be
to draft a handbook along the same line as the other
three handbooks, making it both general and spe-
cific in instruction.
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We talked a lot about the various types of educa-
tional media that might be used in promoting stand-
ard certificates. It was agreed hat articles should
be ~ublished in iournals of State associations. Of

I

the-new educational media, we felt it wodd work
best if initiated at the State level. We could request
resistance and advice from the Center.

It was agreed that articles should be prepared
for professional journals directed toward the
physicians, By so doing, the physicians would be
acquainted with the impending changes and the
reasons. To avoid confusion xelative to the prepa-
ration of current certificates, among other things,
it was felt that careful thought should be given to
the timing of such publications.

It was recommended that articles be published
that are directed to hospital aociations and medi-
cal record librarians, etc.

What the Center can do for the States: First, the
NCHS hopes to complete a film on birth registra-
tion which will ‘be offered on a loan basis through
the Public Health Service to the States. This would
be appropriate for use in medical schools.

Second, the Center expects to develop certain
types of efilbits that may be used on request by
States.

Ttid, articles will be prepared for dfierent pro-
fessional groups for use and modification by the
individual States.

One of the otier important items that came. to
the attention of the Workshop concerned the
access to data on records. I think we all agree
that MIS revision of the certificates constitutes the
most intensive effort ever undertaken to distinguish
between legal and research items and to de-
velop confidential medical-health sections. With
the present widespread variation and uncertainty
about the intent of the disclosure sections in the
various State laws, and even in “the model law and
regulations, the States are urged to evaluate closely
the meaning of their disclosure sections when re-
vising Weir present certificates, so that they will not
unwittingly restrict access to important legal items.

This constitutes the highlights of Workshops A
and B on “Implementation of the Standard Certifi-
cates of Live Birth, Deafi, and Fetal Death.”

Dr. GROVE.Thankyou, Mr. Chancellor.
Workshop C was concerned with the subject of

popdation surveys and health research, and the
report will be given ‘by Dr. Jacob Feldman.

Workshop C

Dr. Jacob J. Feldman, Senior Research Asso-
ciate, Department of Biostatistics, School of
Public Health, Harvard University

We had two rather heavily attended sessions,
somewhat over 100 participants in each of the ses-
sions. We did not really arrive at recommenda-
tions, as in Workshops A and B, but rather tied to
share our experiences.

We divided our topic into two parts, the how
and why of population surveys.

The ‘first session was devoted to the potential
uses of survey data, produced at the city, State,
and national levels.

The formal presentations focused on experiences
in New York City, the State of Kentucky, and the
National Health Interview Survey.

The New York City Survey, which has been in
existence three years, is geared not o$y to the data
needs of the local health agencies, but is providing
information to the city planning board, the De-
partment of Labor, and other city agencies. It is
anticipated that comparative data collected before
and after the enactment of the Medicare legisla-
tion will provide information on the effects of this
program and point up problems of supply. The
data produced from the survey have proved to
be an intercensal source of information on popula-
tion mobility.

At the present time the State of Kentucky is
attempting to obtain financial support for a State
health survey through the Community Health
Services grants program. In order to win the co-
operation of other State agencies, much considera-
tion was given to ,fie possible uses of the data. It
was found that the occupational health program
and the State Welfare Department are in need of
labor force data which could be collected in a sur-
vey. The detection and measurement of public
health problems, basic to fie establishment of multi-
county complexes for health program!, can be
accomplished through the survey method. Ar-
rangerrients have ‘been made with the Bureau of
the Census to provide assis~nce to the State on the
sample design and the training and control of
interviewers.

In relation to the National Health Survey, it was
pointed out that the needs and uses for data cannot
always be anticipated. However, a theoretical
structure of uses was outlined as follows:
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(1) Planning, ranging from the most elementaq
rank-ordering of causes of morbidity to the most
sophisticated cost benefits analysis.

(2) Evaluation, usually concerned with the
effectiveness of disease controls in terms of time
trends.

(3) Adminfitration, for example, the use of
health data for budgetary or legislative purposes.

(4) Research, principally in the role of suggest-
ing research hypothese+in other words, definitive
data that are rarely obtainable in poptiation sur-
veys, but certain d~erences that could be of use in
population hypotheses.

(5) Nongovernmental, for example, the utiliza-
tion of health related topics by marketing, adver-
tising, education, and volunteer health agencies.

It waz emphasized that there is a definite need
for research on how people use data, so that the
interview survey can be made more relevant to the
problems at hand. I believe the National Center
is planning a program of research to find out just
how its material is used, although it was made
clear in the discussion that this is no simple matter.

A brief report was presented on an international
health interview study being conducted in towns in
England, Yugoslavia, and the New England section
of the United States. Of particular interest is the
fact that questionnaires of identical fomat can be
administered in tie three areas despite the differing
ctitures and mores. Also, there is an amazing
similarity in the way people view their health, their
reports of morbidity, and, to some extent, even the
use of medical facilities.

The need for local surveys in addition to a
national survey was justified by the fact that
rates for certain health characteristics are affected
by economic, social, and geographic differences.
Utilization is a function of local availability and
custom. For this reason, rates for the Nation as
a whole cannot be applied to local areas. Further-
more, local surveys usually provide flexibility and
feedback in contrast to the rigidity of a national
survey.

A number of specific local surveys were discussed
in addition to the ones that were formally presented.
I will just mention one here.

The findings in the Hawaii Health Survey, a
program which has been underway for approxi-
mately seven years, have led to the establishment
of several State programs. For example, the un-
usually high prevalence of asthma-hay fever was
responsible for the initiation of a program to eradi-

132

cate plants producing certain irritant pollens; the
high incidence of industrial injuries prompted the
establishment of safety programs. The advisa.
bil.ity of using unfilled requests for information to
shape the output of data was suggested. The sell-
ing of the sample design to other agencies (a plan
under consideration in New York City) was pre-
sented as a method of obtaining financial support
for a survey. It was the general consensus of the
group that both national and local surveys are
required for the rational planning of health and
medical facilities.

The objective of the second session was to discuss
the essential elements in planning and conducting
a health survey. This was more a how-to-do type
of session.

Heavy emphasis was laid upon the importance
of carefully defining survey objectives. A state-
ment of the research problem, though difficult,
represents a crucial phase of the survey. It is
always important that consumers be able to spell
out precisely what it is they wish to know. Dummy
tables are useful in this regard. They particularize
for the consumer what it is that he hopes to get
and open up other questions, such as cost and
sample size. Once formulated, the survey objec-
tives should be. adhered to. The temptation is
always present to add a few more questions to the
survey instrument. This, however, can be a real
problem, particularity in terms of processing and
tabulating the additional items.

Closely related to defining survey objectives is
the question of survey concepts and definitions.
These concepts ad definitions are often dictated
by considerations of what is practical and the desire
to use concepts and definitions which are com-
parable with other data. A clear notion of the
survey objectives is useful in formulating concepts
and definitions, and, again, dummy tables are
useful. When complete, the tables must add up
to the objectives of the survey.

Under the heading of sample design and selec.
tion, it is important to know whether a survey is to
be a one-time or continuous undertaking, This is
important in determining whether emphasis shall
be placed on levels (incidence, prevalence) during
a given time period or trends over time, or the
relationship of one distribution to another. Gener-
ally, large samples are used where levels are in-
volved, and repeat visit samples are employed where

trends over time are involved. However, the final
decition must be based upon the specific objectives
of the survey. A statistician should be brought into



the survey at the earliest possible moment, even at
the point where the survey objectives are being
defined.

The partictiar research and sample design is
also influenced by other considerations. Among
these is the interaction between the target (the sur-
vey objectives ) and what is feasible (what can be
done), This boils down to reconciling the ideal
a~s of the survey with what the survey can realis-
tically be expected to produce. Resources come
into play here. Research and sample designs are
influenced by personnel—how many and what kind
(professional backgrounds) are available to work
on the survey? Are interviewers and supervisors
available? Equipment is also important here.
Are field offices and sample lists available? Is
tabulating equipment available? And with obvi-
ous implication, considerations of time and money
also Muence research design. Other considera-
tions influencing research and sample design are
type and length of tie survey instrument, standard
(sampling) error, and nom-esponse rates.

It was pointed out that evaluating a toti survey
on the basis of its nonresponse rate is a common
fallacy. We tend to forget other factors (target
population, etc. ) which are equally important.

Then we moved into a discussion of the design of
the questionnaires. This session dealt with national
techniques of conduct of surveys. Health interview
survey interviewers are currently told they are to
follow questionnaire wording precisely; however,
future questionnaires may allow the interviewer
more freedom in conducting the interview. Ques-
tionnaires should aflow space for coding right on the
questionnaire, and preceding is always an asset.
The questionnaire was viewed as being the weak
link in survey research. The literature represents
an invaluable tool in determining questionnaire
format and wording. An interview schedde insofar
as possible should have interviewer instructions in
bold type right on the schedule. This is the type of
thing that was discussed. It is very general, but it
gives you the flavor of the discussion.

I
Th~ use of randomized assignments in measuring

I interviewer variance is feasible in many survey
situations.

Data procssing was discussed as being a major
part of the survey process. It begins as soon as the
questionnaires or data collection instruments come
in from the field. At this point, the instruments
receive preliminary editing. The importance of
quality control is emphasizedin thisediting and
processing. It WaS further stressed that the impor-

tance of frequent and clear communication between
the content specialists and the data processing spe-
cialists cannot be overemphasized.

At the close of the session, it was suggested that
interviewer bias is likely to be lower in getting fac-
tual data than in getting other types of information,
such as attitudinal information. However, there is
need for much research into interviewer bias and
other reporting problems. Although a continuous
program of evaluative studies is maintained in the
National Center, it was suggested that efforts to
solve some of the problems of reporting might be
intensified and coordinated in the Center.

Although no definite plans were made to continue
this workshop in the next biennium, the interest dis-
played by the large number of workshop partici-
pants attested to the success of this session and the
need for further exploration of survey problems.

On behalf of the participants, I wotid like to
thank the coordinators for arranging the session.
Basically, it was their work, and I think we benefited
a great deal from the amount of planning and
thought they put into it.

Dr. GROVE. Thank you, Dr. Feldman.
Next, we would call on Mr. Theodore Ervin to

give the highlights of the Workshop on Automatic
Data Processing.

Workshop D

Mr. Theodore R. Ervin, Associate Com-
mi.stioner for ~dminktration, Michigan
Department of Public Health

Mr. Lemasson of Louisiana was codirector of this
workshop, so this shotid be considered a joint
report.

In our group discussion, we considered in some
depth a series of experiences in various States and
localities in the development of subsets or subsys-
tems of the total health information system. Re-
ports were given and discussions were developed
related to the computetiation of (1) traditional
vital statistics and (2) quality medical services, in-
cluding applications related to mental health, serv-
ices for the medically indigent under title XIX of
medicare, tuberculosis control, and dental health.
We also gave much attention to eficiency aspects of
data processing, such as the use of generaltied com-
puter programs. And, I might also say, excellent
materials are available, related to these applications,
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and I hope you folks will have an oppotinity to
get copies of the material which was distributed at
our workshop session.

We came up with a set of recommendations, a
little different than the other workshops, reflecting
the consensus of the group.

(1) We recommend fiat the Association of State
and Territorial Health Officers and the National
Center for Health Statistics vigorously promote the
development of centers for health statistics, using
modern technology including computer systems, on
a State and/or regional basis, the type of organiza-
tion depending upon the population and the needs
of the various areas.

(2) We recommend that the Association of State
and Territorial Health Officers and the National
Center for Health Statistics use all available chan-
nels to develop increased technical consultation and
training for the States and localities in this field.

(3) We recoinrnend that the Association of State
and Territorial Health Officers and the National
Center for Health Statistics further emphasize and
endorse the need for top-grade statistical services as
essential to comprehensive health planning and
services and support the provision of Federal grant
funds in this area comrnens~ate to the scope of the
problem on a basis which will both sustain acceler-
ated, effective development and embrace the opti-
mum use of available and potential State and local
resources and facilities.

(4) We recommend that the National Center for
Health Statistim take leadership with the Ameri-
can Association for Vital Records and Public
Health Statistics and the Association of State and
Territorial Health Officers to establish a mechanism
similar to a specialized users group of health data
processors aimed to bring about tie convenient ex-
change of information and experience in this field
through the use of publications and work confer-
ences as well as other channels, toward the end that
we can gain from the experiences and software
developed by others, capittiig on subsystems
which already have been designed at a cost of
millions of doll-.

(5) We recommend that the National Center
for Health Statistia take leadership in continuing
workshops on computerization as part of this con-
ference and in sponsoring re~ona.1 training insti-
tutes which rdect the needs of the States and
localities; these ongoing activities might well repre-
sent the nucleous of the organization for the users
exchange group recommended under item No. 4.

(6) In view of the large-scale systems approach
which appears to be in our immediate future, we
also support action at a high level (such as in the
ofice of the Secretary of Health, Educationj and
Welfare) toward the early establishment of some
type of an efficient, individual identification num-
bering system on a national basis, to be used for
record linkage, such as has been developed by the
Social Security Administration.

These recommendations represent a consensus
of our group. At one time or another, about half
of the States, together with several large cities and
Canada, were represented among our participants.
We believe that the work group got the message
of the opening session and has here provided some
substantial feedback toward a real-time, on line,
space-age public health system.

Dr. GROVE. Thank you, Mr. Ervin.
I think Mr. Ervin also demonstrated an on-line,

automated, computerized, and rapid method of
presentation that shows the advantages of modern
techniqum.

Workshop E had two sessions, the first related
to fertility statistics and the second related to
perinatal mortaIity statistics. Mr. Arthur Campbell
will report on the first session.

Workshop E

Mr. Arthur A. Campbell, Chief, iVatality
Statistics Branch, Division of Vital Statistics,
National Center for Health Statistics, PHS

At the first session of the Worlishop on Fertility
and Perinatal Statistics, Dr. Kiser, the director of
the workshop, noted that demographers have in-
creasingly recognized the effects of changes in the
age patterns of childbearing on fertility. Dr. Kiser
also discussed advances in our knowledge of
physiological and medical aspects of fertility and
of family planning. Gaps still exist, however, in
many areas, such as the relationship of fertility to
health and the itiuence of fertility differentials on
the genetic characteristics of the population,

In the second paper, I discussed the status of
research on family planning variables, ‘She most
intensive study of these variables ha occurred over
the past 12 years during a period when fertility rates
were relatively Mated by changes in the age pat-
terns of childbearing. Now we are entering a
new phase of the fertility cycle, during which it
seems likely tiat fertili~ rates will ‘be relatively
depressed.
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In recognition of the importance of continuing
research in this area, staff members of NCHS have
proposed that a fertility survey program be added
to the several research resources already etisting at
the Center. We hope that this proposal will be
approved and that the program will begin operating
before the next meeting of the Public Health
Conference.

Mr. Siegel of the Census Bur&u discussed the
two preceding papem and gave additional infor-
mation about research on fertility carfied out at the
Census Bureau.

Mr. Hiller, the registrar of Minnesota, described
his experience with a supplement that has been
added to the birth certificate in his State. This
supplement contains several questions relating to
fertility in addition to med~cal information, The
largest number of objections have been directed
toward the item on the date of mother’s first mar-
riage, which will be deleted. On the main part of
the certificate, Minnesota requests the educational
attainment of the mother. This item was reported
with 95 percent completeness, which is a hopeful
sign for its success when it is added to the certifi-
cates of other registration areas.

Dr. GROVE. I would like to say that we, in the
Center, were very glad that Bob was willing to
introduce some of these new items, particularly the
educational item.

Dr. Helen Chase will give the report of the second
session of this Workshop on perinatal mortality.
She will be speaking for Dr. Arthur Lesser of the
Children’s Bureau, who is unable to be present.

Dr. Helen C. Chase, Statistician, Ofice Of

Health Stathtics Analysis, National Center for
Health Statistics, PHS

The second session of the Workshop on Fertility
and Perinatal Statistics dealt primarily with peri-
natal mortality. Dr. Lesser directed the workshop;
Dr. Jacob Yerushalmy, professor of blostatistics at
the School of Public Health, University of Cali-
fornia, discussed problems in perinatal mortality;
and Mr. Glenn A. Flinchumj chief, Public Health
Statistics Section, North Carolina Board of Health,
reported on the activities of the Study Group on
Improving Registration of Fetal Deaths.

Dr. Yerushahuy reviewed some of the statistical
contributions which have been derived from the
vital registration system and focused on securing
more adequate data on perinatal mortfi,ty. In
contrast to data derived from small studies, regis-

tration data have the advantage of permitting
simultaneous cross-classification of a number of
factors but for practical reasons must be limited in
the number of items which may be collected. In
the last three decades, changes in the statistical
items obtained through the registration of births
and fetal deaths and record linkage with death
records have contributed to the better understand-
ing of many factors important in dete~lng the
outcome of pregnancy. He cited record linkage
as a particularly valuable research technique in the
study of perinatal mortality.

Several studies were reviewed. Early research
in New York State on the relationship between
maternal age and the infant’s birth order and
survival suggested:

(1) An optimum age and birth order with
regard to the survival of the infant.

(2) A direct relationship between the number
of previous losses experienced ‘by”the mother and
the outcome of her current pregnancy.

(3) An association between higher mortality
among infants and the father’s age.

Later studies have suggested that socioeconomic
influences apparently are more significant in the
postneonatal and early childhood periods than in
the prenatal and neonatal periods.

Dr. Yerushahny also discussed problems in meas-
uring fetal maturity. Low bh weight, alone, has
been found to be an inadequate determinant of
maturity. Length of gestation is indicated on live
birth and fetal death certificates. However, it is
recorded inaccurately with considerable heaping at
even numbers of weeks, especially at 36 and 40
weeks. The onset of the last menstrual period has
been advocated as a more usefd item in the de-
termination of fetal maturity. Dr. Yerushahny
proposed a class%cation of matu+ty based on the
dual criteria of birth weight and gestation and
presented mortality data indicating differentials in
survival using this index.

Another study based on vital records in New York
City was presented to show the relationships to peri-
natal loss of the trimester in w~ch prenatal care was
started and the type of medical care at time of de-
livery. To foster a better understanding of these
relationships, Dr. Yerushahny endorsed inclusion of
the following items on the standard certificates of
live birth and fetal death:

(1) Number of prenatal visits, and

(2) Date and outcome of last previous preg-
nancy.
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Mr. Glenn A. Flinchum, in remrtin~ on the activ-
ities of the Study Group o-n Im~rovin~ Registration
of Fetal Deaths, emphasized the present inade-
quacies in the registration of fetal deaths. Pres-
entiy, we are unable to answer such basic questions
as:

(1) How big is the total problem of fetal mortal-
ity in the United States?

(2) What are the most si~cant causes of fetal
deaths and at what gestational age do they occur?

(3) What are the differences and similarities be-
tween fetal and neonatal causes ?

(4) How many of these causes are preventable?

(5) What conditions in the mother are likely to
lead to a fetal death?

He indicated that more complete and accurate
registration would provide answers to these ques-
tions, as well as facilitate research in problems of
intrauterine growth and development and help pro-
vide for the establishment of better controls over
illegal abortions.

One of the basic references of the Study Group
was the 1952 report by Drs. Yerushalmy and Bier-
man on “Major Problems in Fetal Mortality.” The
Study Group pointed to the lack of effort and slow
progress which had been made since then with re-
gard to basic re~stration and statistical problems.
The Study Group dso investigated several factors

ifiuencing the completeness and accuracy of fetal

death registration, including the lack of uniform

registration requirements throughout the country
and differences in burial practices as tiey relate to
fetal deaths. They also noted the increasing im-

portance of hospitals in the registration process.
The Study Group concluded that fetal death regis-

tration remains incomplete, but that the registration
of dl products of conception increases the registra-

tion of those 20 weeks or more. They also con-
cluded that data for causes of fetal death should be
tabulated, published, and utilized. Educational

programs in the form of query programs and confer-

ences of national groups should be exploited to pro-
mote communications about the problems and to
establish national policies in this area.

The Study Group recommended required registra-
tion of all products of conception, with an abbrevi-
ated document permitted for those below a certain

gestation age. The Group endorsed the change in
the proposed standard certificate of live birth and
fetal death from “weeks of gestation” to “first day,

last menstrual period,’? Specifically, the Study

Group recommended that the National Center for
Health Statistics conduct a wide-scale study of peri-
natal mortality and fetal death registration in 1970
and requested that the Study Group be extended to
the next biennium in order to continue its work.

Considerable discussion of many aspects of the
Study Group’s report followed. Dr. Alexander J,
Schaffer, representing the Committee on Fetus and
Newborn, American Academy of Pediatrics, en-
dorsed the registration of fetal deaths for all periods
of gestation. The concept of “superregistration”
areas in contrast to nationwide registration was di~-
cussed, but it was noted that the concept has not had
much support. It is perhaps more applicable to
developing countries than to the United States with
its present advanced registration system.

The proposed standard fetal deati certificate was
discussed and the suggestion made that, because of
its length, the present proposal would not induce
registration at the early periods of gestation. It was
suggested that serious thought be given to an ab-
breviated certificate for fetal deaths of short gesta-

tion periods, as was recommended in the Study
Group’s report.

In conclusion, the workshop generally agreed that

the Study Group’s report was to be highly com-

mended and that its work be continued into the next
biennium.

Dr. GROVE. Thank you, Helen,

The report from Workshop F, concerned with the

developments in metropolitan area statistical infor-
mation, will be given by Mrs. Joan E. Jacoby,

Workshop F

Mrs. Joan E. Jacoby, Management O@ce, De-
partment of General Administration, District
of Columbia Government

I wodd first like to extend Mr. Mindlin’s apol-
ogies. He had planned to make this presentation,

but is unable to be here.
This workshop was divided into two portions.

The first part related to the 1970 population census

activities as they will tiect statistical information

for metropolitan areas and also local activities. Mr.
John C. Beresford, Mr. William T. Fay, and Mr.
Robert B. Voight, all of the Census Bureau, made

these presentations.
Mr. Beresford discussed the problems of identify-

ing detailed geographic areas in the census of popu-
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lation in 1970. In the 1960 censLls, the geographic

entity was the enumeration district (ED ). From

the ED, one could build up to larger areas. Block
identification was not retained in the basic file of
the census. Howeverj in 1970, the block face will

be the basic identification. The 1970 census will

offer three possibilities:

(1) Detailed tabdations where the unit of tabu-

lation could be as small as a block face.

(2) As in 1960, there is the possibility of special
surveys based on the census enumeration; for ex~-
ple, a mail survey of pharmacists identified in the
census.

(3) Records can be matched to the census record,
as was done for the University of Chicago mortality
study, 1960.

Mr. Fay described the plans for the 1970 census,

which this time is to be a mail enumeration for all
areas that are covered by a city postal delivery
system. A computer tape is being developed con-
taining all addresses covered by the postal delivery

system. This tape can be used to mail the enumer-
ation schedules and can also be printed out in the

form of street guides. The tape will provide space

for a five-digit local code to identify other local re-

porting districts, such as health districts, police
precincts, etc. These would be coded by the local
government. The accuracy of the address infor-

mation in the tipe will depend on local cooperation.
The tape, or the printed guides, will obviously be

useful to a city in coding its own records so that
local information can be matched to census infor-

mation for the same geographic units. There will
be no coding guide for rural areas not covered by
the city postal delivery system.

Mr. Voight described the New Haven project,

where the 1970 census will be pretested by a mail
questionnaire. They also intend to test the useful-
ness of census data for small areas. And they
intend also to build a package of computer pro-

grams for small area data utilization.
At tie second part of the session, local activities

relating to health planning were considered. Dr.

Tayback of the Baltimore Health Department
noted that projects such as the census pretest in
New Haven do not solve the immediate problems
of health services. Planning programs in a health
department must be dynamic, and information
systems must be flexible. Current census data are
needed in planning programs. The Great Society’s

legislation has now exceeded the ability to run
programs. Health departments are called upon to
do immense jobs quickly with little information
available. The answer is a survey mechanism in
the hands of the health authority to obtain this
information.

Mr. Mlndlin gave the final report, which was a
discussion of data banks. He defined a data bank
as a computerized repository of- information from
diverse sources, plus the various programs necessary
to utilize the information.

He described several different kinds of data banks
as follows:

(1) Real property data bank.—The basic record
is a parcel or lot and consists of information about
its physical characteristics—tax status, land use, size,
value, various characteristics about the structure,
etc.

(2) Geographic data bank.—The basic record is
also the parcel or lot, but the information is social
presence of a person or family in various govern-
mental programs—a juvenile delinquent, a crime,

a relocatee, etc.—identified by address.

(3) Person data bank.—The basic record is a
person and consists of information about him as
obtained from various official sources.

(4) Family data bank.—The basic record is a
family.

Local geographic, person, or family data banks do
not yet exist, although primitive person banks
should develop rapidly in the immediate future as
a result of the medicare legislation.

The present successfully operating data banks
deal with real property, and all of them extract in-
formation from present operating procedures, com-
puterize it, and manipulate it as a separate
operation. They do not make fundamental revi-
sions of the existing daily operating procedures.
The creation of such a bank can be large scale, as in
Alexandria (Vs. ), or step by step, as in the District
of Columbia. The District of Columbia started by
computerizing the entire assessment records. It has
proven a wonderfully useful management tool, val-
uable as a sampling for surveys, for geographical
discussion of services, and used for urban renewal,
transportation, planning agencies, etc.

In the case of person and family social data
banks, we run into two sizable technical problems.
The first is matching records, and the second h

confidentiality. These still are being faced and are.
yet to be solved.
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Dr. GROVE.Thank you, Mrs. Jacoby.
Mrs. Maryland Pennell will report the hig~ights

of the Workshop on Health Manpower Statistics.

Workshop G

Mm. Maryland Y. Pennell, Chief, Health
Manpower Statistics Branch, National Center
for Health Statistics, PHS

Dr. William Kissick, Division of Public Health
Methods, served as the workshop director and dis-
cussed the health manpower requirements of the
Federal Government. Existing health manpower
studies have shown insufficient information to meet
the needs for program planning and budgeting. In
view of recent legislation, m~oth investments
will be made that will require quantitative and qual-
itative assessments of our health manpower
resources.

The National Center for Health Statistics now
has responsibility for health manpower statistic on
numbers, distribution, and characteristics of some
100 to 200 health occupations and professions.

The sources of health manpower statistics are re-
lated to:

(1) Academic degree and educational level,

(2) State license or work permit,
(3) Certification or registration boards,

(4) Association memberships,
(5) Place of employment,
(6) Decennial census, and

(7) Identification of individuals through other
means, such as telephone books, city directories, and
mailing lists.

We actually use all of these sources at the present
time.

The National Center currently has two contracts
in the manpower field. Through the Council of
State Governments, we are trying to obtain infor-
mation on each of the 28 occupations and profes-
sions in the health field for which licenses are re-
quired by State governments. The questionnaire
solicits information on policies and practices of the
boards, examination procedures, periods of renewal,
and so forth, as well as number of licenses in effect.

The National Center also has a contract with the
National Association of Bo&ds of Pharmacy to ob-
tain information on each of 125,000 pharmacists at
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the time of renewal of licenses. A total of about
180,000 State. licenses are in effect throughout the
Nation.

The Division of Nursing, PHS, has obtained in-
formation through State licensing agencies since
1950. The 1962 survey, financed by the Public
Health Service, obtained information on question-
naires attached to the renewal notice of about 1
million licenses. These licenses represent about
550,000 active professional nurses and about
300,000 inactive R.N.’s. The licensing mechanism,
of course, does not provide information on the addi-
tional 200,000 to 300,000 inactive nurses not cur-
rently licensed.

The Division of Nursing has for many years con-
ducted a study of public health nurses employed by
public health agencies. One of the newer studies of
nursing personnel uses the cohort approach to fol-
low 12,000 nursing students graduated in the class
of 1962. The study is being repeated for the class
of 1965.

Dr. Donald Johnson, Division of Dental Health,
PHS, reported a successfd first endeavor to obtain
information on dentists through State licenses, with
data already back from about 20 States. A similar
study for dental hygienists is in the planning stages.
In both instances, tabulations of health manpower
will be made available to interested State agencies.
Neither dental laboratory technicians nor dental
assistantsare licensed. Hence this system of collec-
tion of manpower data cannot be used.

Dr. Franklin Yoder, Illinois Department of Public
HeaIthj spoke of the responsibilities of State health
depatients to provide adequate manpower infor-
mation, Planning within the State should consider
the need for statistics below the county level (in-
cluding census tracts). The new legislation, pro-
posed in Senate bill 3008, when passed, should help
the States strengthen their organization.

Mr. David Hoover, Division of Community
Health Services, PHS, emphasized that the objec-
tive of collecting statistics is to manage or control
manpower. We need to make good use of our pres-
ent information; to standardize nomenclature and
methods; and to collect better information on loca-
tion, function, qualifications, and demands for
services.

In summary, commensurate with health man-
power information requirements, we need cooper-
ation between State and local agencies and the
Federal Govement. State agencies have an obvi-
ous stake in the delive~ of health services and must
share responsibility for such endeavors as data co1-



lection, analysis of findings, and support of man-
power activities.

Dr. GROVE. Thank you; Maryland.
Mr. Deane L. Huxtable will tell us about the

Workshop on Record Linkage.

Workshop H

Mr. Deane L. Huxtable, State Regfitrar and
Director, Bureau of Vital Records and
Health Statistics, Virginia Department of
Health

Suggestions for reinstituting a study on record
linkage grew out of the recognized need to better
relate vital records to each other and to interrelate
them to other types of records. Discussions at the
iOth National Meeting of the Ptiblic Health Con-
ference on Records and Statistia and a request by
the Association of State and Territorial Health
Officers’ Committee on Research and Planning led
to passage of a recommendation by the ASTHO
that the Surgeon General request the National
Center for Health Statistics to initiate a study of
linked vital statistical data. To implement this,
the Study Group on Record Linkage was established
in the progmm of the Public Health Conference on
Records and Statistics.

At the record linkage workshop held Tuesday
afternQon, opening remarks by Mr. Saybolt, chair-
man of the Study Group on Record Linkage, were
followed by an overview by Dr. Halbert Dunn, a
progress report by Dr. Sagen, and a number of
reports on medical research, patient care, and
administrative uses of record linkage.

It wz pointed out fiat 25 years ago there was
tremendous interest in the possib~lties of national
registration. The need for personal identification
during World War II was so great that the vital
records system nearly ‘broke down. The President
appointed a Commission on Vital Records {o de-
termine if a national registmtion system for per-
sonal identity was needed. The Commission
recommended waiting until peace time for a na-
tional registration system, unless it could be dem-
onstrated that such a systemwas needed for military
purposes. At that time, the idea of a national
registration system was a “hot potato.” It would
cost millions of dollars and require the services of
at least 30,000 people. Some persons now feel that
the time has come when another commission of

presidential order should ‘be set up to determine
the present need for a registration number. Pub-
lic acceptance is much closer than ever before.
There is a general realization that iden~cation of
people is important. An identity number is the
key, and there ought to be one unique number.

A national registration system wodd make it
possible for us to settle questions we just toy with
now. Death clearance would be of tremendous
value. Population registers could be set up to tie
in with census records. Small area statistiw could
be brought up to higher standards. As an experi-
mental project, a population center could be
created for small areas to keep census figures up to
date, accounting for migration in and out of specific
areas.

It has been suggested that we ~k that plan IV
of the, report of the Commission on Vital Records
be declassified, released, and made available to the
public. It was necessaxy to keep these recom-
mendations secret during the war because of strong
opposition to the concept of nationa.I registration. ,
It was associated with totalitarian tactics. People
do not like the “Big Brother” idea of being watched
from birth to death. We will get further with a
registration number if we divorce record linkage
from the data bank concept. There is now no
doubt that the data banks are mechanically feasible.
The question is whether they are judiciously in the
interest of the people. Record linkage is simply the
capaciV to go from one record to another with
minimum expense. A unique number would not
be an invasion. of privacy. It is a way of positively
identifying ourselves.

The social security number has become nearly a
universal identification number. Internal Revenue
and banks use it. Some States use it to identify
students. With nmlber and name, positi~e identi-
fication is possible. The question is: What are we
going to do in vital records?

Comments from the floor, m well as reports to
the workshop, made clear that record linkage is
well recognized as a complicated problem which
will take top-level thinking. The Welfare Admini-
stration has been working with the Social Security
Administration on the problem of linking family
records. Maryland has a statewide psychiatric
register and has developed a system of record
matching which works quite well and is of tre-
mendous benefit in longitudinal studies.

The American Association of Medical Record
Librarians advocates universal health and vital
record linkage. It feels an all-encompassing sys-
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tern is needed for health information, with national
responsibility for output.

A project in Minnesota was developed to de-
scribe the history of the community over the last
30 years. They, have obtained ahnost complete
coverage, with the overwhehning majority of rec-
ords coming from the Mayo Clinic. They have
access to birth and death records and hope to have,
among other studies, a study on cancer with 100
percent followup.

The Commission on Professional and Hospital
Activities in Michigan feels the need for a number
to link people together. There is no way of dis-
covering people in mass data. Individuals cannot
be traced. These problems of record linkage are
not of a technical nature. The problems are on a
social, ethical, economic, and political level.

At the University of Rochester, where studies are
concerned with trying to get medical care to people
who need it, record linkage would & of enormous
value. The validity of self-reporting in surveys is
of very low order and codd be validated by record
linkage.

Internal Revenue is using the social security
number in tax administration. IRS now has a
successful system which involved legislation and
the cooperation of Social Security and the taxpaying
public. It wodd find a national death index
usefd in avoiding issuance of delinquent tax notices
to the deceased (something for which IRS receives
public criticism), in giving notice about filing re-
quirements to the administrator of fiairs of the
deceased, eliminating multiple filing for refunds,
and checking for change in marital status. IRS
feels potential benefits justify continued efforts to
move the study forward.

The Social Security Administration has strong
uses for a death and marriage clearance system in
avoiding unwarranted payments. Social Security
is now willing to discuss the problems involved in
time of number assignment and composition of the
number.

The Canadian experience with record linkage
first proved the technical feasibfity of computerized
record-linkage operations; second, it attached
quantitative weights in discriminating powers of
particular on combinations of items that were
used in distinguishing genuine or spurious matches;
and, third, it yielded indications of the kinds of
scien&c information that can be extiacted. How-
ever, it was cautioned that any such system must
have carefu~y laid plans.

In Alaska, they are undertaking application of
social security number through the hospital, This
birth number is used for immunization control, and
the Indian health program will use it for health
services.

In subsequent discussions, the questions of con-
fidentiality of records and the protection of per-
sonal tights were discussed. It is recognized that
the present plans for a record-lifiage system, inso-
far as they have been developed to date, do not
contemplate the release of personal information in
other than those critical areas already established
for research purposes or for establishing individual
rights. This is not, and never is it intended, to be
a police state function but rather a systematic and
coordinated method for a linked recordkeeping
system in the United States.

The overwhelming opinion of the workshop is
that record linkage is extremely desirable, and by
the use of modern recordkeeping facilities and
computer techniques it would be entirely feasible,
although a substantial financial involvement would
be required.

When asked for an indication of opinion, the
participants of the workshop voted overwhelmingly
in favor of continuing as a Conference activity a
study group on record linkage.

Dr. GROVE.Thank you. Mr. Huxtable has in-
formed me that the American Association for Vital
Records and Public Health Statistics, at its meeting
yesterday, took positive action which would pledge
its members to use a unique birth number, begin-
ning January 1, 1967. A number of States have
been using a unique number for some years, but
others have not. Apparently, the Association de-
cided to give its own official impetus to this, which
is, related both to having a unique identication
number and its use in record linkage.

Dr. Monroe Lerner will report on the Workshop
on Medical Care Statistics, which you will remem-
ber was intended to followup in detail the subject
as discussed in the general session on Wednesday
morning.

Workshop I

Dr. Monroe Lerner, Division of Medical Care
and Hospitals, School of Hygiene and Public
Health, The Johns Hopkins University.

Mr. Shapiro was cochairman of this session, and,
consequently, this is a joint report,
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Three major implications, drawn from the gen-
eral session on medical care statistics, served as the
keynote for the workshop.

(1) The role of the Federal Government in the
provision of health care services has expanded
greatly in recent years, particularly during 1965
and 1966.

(2) The Federal-State partnership concept,
basic to this Nation’s governmental system, implies
that the role of the States ,in this regard will also
be expanded considerably. This means that the
statistical offices will face greatly expanded respon-
sibilities for evaluation and planning of medical
care programs.

(3) With some very significant, but few, excep-
tions, these statistical ofEices have previously con-
fined their activities to the area of vital statistics

and other concerns more limited than those which
will now be required of them. It is hoped that
they will be able to meet these new challenges, and
the workshop sessions were intended to open this
area and provide some background for this purpose.
The sessions focused mainly on problems under the
medicare legislation, including both titles XVIII
and XIX.

A report of the Study Group on Evaluation of

Nonhospital Care Programs for the Chronically 111
and Aged was presented. Its objectives were:

(1) To determine what programs, along these
limes, were being carried out in’ State health
departments,

(2) To determine the evaluation procedures be-
ing carried out in relation to these programs, and

(3) To suggest procedures for evacuating pro-
~ams being carried on.

A questionnaire was pretested in three States, and

a limited number of nonhospital care programs were
studied by this group. Their principal finding was
that very little evaluation was being done by the

States.

AS background for participants in the workshop,
general medical care statistics available from the
National Center for Health Statistics were reviewed

and described. This waz followed by a description
and review of the medical care statistics available
from other national sources.

Canada’s experience in medical care statistics has

been similar to that presently faced in the United
States. The basic problems in Canada involve co-

ordination, evaluation, and standardization or
comparability.

With regard to the Social Security Amendments
of 1965, Title XVIII, information will be collected
from completed applications for certification by pro-
vider institutions. These data may be linked to the
data from hospital bills and will furnish information
about where people receive services in relation to
where they live.

Although most of the data from this program will
be on a 100-percent basis, a 20-percent sample of
claims for coding diagnoses and surgical procedures
and a 5-percent sample of total beneficiaries will be
used. There may be an overlap in beneficiaries in
the samples from parts A and B. Statistical reports
from the program will be prepared as soon as data
become available. The earliest reports will be
based on receipted pay claims and interview forms.

In coding diagnoses, the new ICD list will be used
along with a new procedures code developed by the
AMA. For hospitalization, the principal diagnosis
will be determined from the face sheet of the hospi-
tal record. All diagnoses will be coded. The form
completed by the physician asks for the nature of
illness or injury requiring services or supplies. It is
anticipated that one diagnosis will be entered, and
therefore ordy one diagnosis will be coded.

Selection of the principal diagnosis from the hos-
pital form will be a problem, as will be questionable
diagnoses. Also, diaWoses may not agree on the
hospital and physician forms. It is not known at
this point whether the forms used in title XVIII
and title XIX will be similar. The advantage of
having similar forms would be in the ability to mesh
data from the two programs. Coordination among
Federal programs producing medical care statistics
is needed.

In our second session, the implications of new de-
velopments in social policy in the health field were
discussed. The new medicare legislation embodies
three sets of concepts related to the organization and
financing of health care which, because they are in
fundamental cofict, cannot coexist for a very long
period of time.

Part A, under title XVIII, is based on the social
security concept, using a payroll t=. It provides a
very high level of hospital and extended care facility
benefits to the aged as a matter of right.

Part B provides for voluntary participation by the
aged in a national medical insurance program,
sponsored by the Federal Government and with the
Congress expected to underwrite any deficits that
may arise. It will be administered through the pri-
vate sector, largely by Blue Shield, a physician-
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sponsored agency. It adopts two control devices
long used by the commercial insurance industry, de-
ductibles and co-insurance. It recognizes the fee-
for-service principle and provides virtually unlimited
free choice of physician.

Title XIX provides a very high level of compre-
hensive medical care for the medically indigent aged
and for ofier disadvantaged groups. The States
will admifiter this program, but will have to meet
very high Federal standards.

The role of the statisticians,crucial in this context,
w-illbe to provide data for the community to weigh
the relative merits of these three approaches.

Some statistical aspects of title XIX were dis-
cussed. The programs put into effect by the States
must contain a system for evaluation of quality, and
evaluation programs must have their origin as close
as possible to the provision of services. Also, the
States must stidy the impact of the program on hos-
pitals, both as to financing and construction; on
teaching facilities; and on the utilization of man-
power. Complications will arise because, under
title XIX, 54 jurisdictions with varying standards
will be involved. This k in contradistinction to title
XVIII which will be administered essentially
through one central agency.

The Welfare Administration, as well as other
interested parties, wodd we to know how well serv-
ices under title XVIII and title XIX jibe with each
other, and how well the deductibles and co-insur-
ance features under title XVIII work. While the
Welfare Atilnistration wodd like to encourage use
of the same forms and concepts in the statistical data
provided under titles XVIII and XIX, this cannot
be legally required. Record-linkage systemsshould
be developed.

We also discussed what Baltimore is doing in its
program for evaluation of quality of care in title
XIX. In a way, local communities have almost
been left out of this program, but this is one indica-
tion of how they can participate and, hopefully, very
effectively.

Baltimore proposes to evaluate the quality and
quantity of medical care under title XIX, under
three major lines:

(1) Industrial quaIity control-this sets up rela-
tively gross quantitative criteria for utilization of
services of all types. Where these criteria are not
met, medical audits are calIed for with subsequent
referral, if indicated, to an appropriate professional
body. This program is aimed at both the provider
and the patient,
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(2) Evaluation of patient management-this
method sets up criteria for certain diagnoses, where
concepts of patient management are fairly com-
monly accepted.

(3) Household interview-this is aimed at atti-
tudes of the patients toward use of services, satisfac-
tion with the services, etc.

Dr. GROVE. Thank you, Dr. Lemer.
Next, Mr. Robert Hiller will give the report on

Workshop J.

Workshop J

Mr. Robert W. Hiller, Chief, Section of Vital
Statistics, Diuision of Administrative Seruices,
Minnesota Department of Health

This workshop was essentially a continuation of
the activities of the Conference Study Group on
Field Experiments in Vital Records Improvement,
established following the 1964 Conference.

The charge to the Study Group wm:

(1) To describe areas of needed research,

(2) Develop protocols for a series of controlled
experiments, perhaps using experimental and con-
trol registration districts to test different methods of
improving the quality of data,

(3) Explore with various States the possibility
of undertaking recommended experiments or some
modification of these,

(4) Review and help to improve applications for
research grants in this area, and

(5) Assist the interested States in bringing re-
search proposals to the attention of the authorities.

The activities of the Study Group to stimulate de-
velopmental and evaluative studies in vital statistics
methods were described. The basic consideration
back of this Study Group was the need to know how
effectively the vital statistics system is working. Its
activities included:

(1) Determining what research is being done in
vital statistics,

(2) Encouraging new projects,

(3) Determining the type of studies needed, and

(4) Acting as a middle-man between granting .
authorities and State and local health depatientst

A variety of research projects in vital statistics
were described in the two sessions. These included



both projects underway and those under consider-
ation.

Studies discussed in the first session included a
Minnesota study on birth record supplements; a
California study relating to family dynamics, which
includes record linkage, marriage, divorce records;
a study in Iowa relating to the completeness of re-
porting information on congenital malformations on
the birth certicates; a study in Kentucky involving
the field testing of standard certificates; a New York
City study on automatic data input, in which paper
tape is made at the hospital at the time the birth
certificate is being prepared; and z variety of epi-
demiological studies using vital statistics, either as
an end point or a starting point.

During the second session, a number of studies
under consideration, or having been proposed, were
discussed, including a study in Baltimore on death
certification practices, and ,a Kansas study which
among other tings matched a birth record to a
State census record & a check on the accuracy of in-
formation on residence; a study in Missouri involv-
ing death registration completeness and the use of
burial permits; and a study under consideration in
Oklahoma, which would use birth certificates as a
sampling frame for morbidity studies.

We also had a report on an investigation of the
meaning of certain medical terms reported on death
certificates, a study conducted by the National Cen-
ter. It was the consensus of the workshop that this
particular study should certainly be continued.

A great deal of interest in the projects described
and method of developing studies was expressed in
the discussion. The consensus of the workshop was
to continue the Study Group for the next 2 years. It
was suggested that the activities of the Study Group
should emphasize the development of guidelines for
research projects, the publication of working papers
on the areas needing research, and methods for the
development of joint projects between the health
departments and universities, While it was sug-
gested that universities might initiate research proj-
ects and be responsible for their development in
cooperation with the State or local health depart-
ments, it was the group’s consensus that in most in-
stances it would be best for research projects to be
initiated by State and local health departments with
*e university stfi acting as consultants.

The long-range objective is the improvement of
the vital statistim system. The immediate need is
for research into current operations and the devel-
opment of improved methods. The consensus of

the workshop was that wMe a start had been made
in focusing attention on these requirements, much
remtins to be done in removing the obstacles to
these developments.

Dr. GROVE. Thank you, Mr. Hiller.
The next report is on the Marriage Registration

Workshop and will be given by Mr. Leo Ozier.

Workshop K

Mr. Leo A. Ozier, Deputy State Registrar, Bu-
reau ‘of Statistics, Illinois Department of Public
Health

The marriage registration workshop was opened
by reviewing recent growth in the marriage registra-
tion area. It was pointed out that three States and
New York City have entered the marriage registra-
tion area for 1964 and 1965, making a total of six
States and two cities added in the past 7 years.

Several directors of vital statistics in the States
described advances made in registering marriages.

Mr. W. D. Carroll, of Texas, after two earlier
unsuccessful attempts, obtained a law authorizing a
State file and a standardized license application
form. The form includes key items of data (age,
etc. ) except for information on previous marriages.
He e~ects repo~g to be almost 100 percent comp-
lete for 1966.

Mr. Katz, City Clerk of New York City, de-
scribed how his ofice arranged to report records for
the City of New York to the NCHS and the pro-
visions in their recordkeeping system for preserving
confidentiality of data for all but a few identifying
items.

Mr. Paul Shanks of West Virginia emphasized
the steps taken to educate local registration officials
and gain support through fieir association for a
new and more adequate :eporting form needed to
qualify his State for the MRA

Mr. James Porter and Mr. Loren Chancellor
summarized improvements in Arkansas, including
the securing of a fee system for financing marriage
registration.

Mr. John SuEvan of Nevada expressed his con-
fidence that legislation authorizing State re@stra-
tion of marriages and divorces will be enacted in
1968.

Dr. Grove of the NCHS opened discussion on
the proposed standard certificate of marriage by
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indicating that it is being prepared for printing
and is expected to be ready at the same time as the
other standard certificates.

Dr. Yoder, Health Commissioner of Illinois,
foresaw several uses in health department programs
for marriage records and statistics recently devel-
oped in Illinois, especially in maternal and child
health program activities.

Dr. Paul Glick of the Census Bureau illustrated
gaps in census data about marital statuses of per-
sons of Merent education levels which could be
filled by education data from marriage records.

Dr. Hugh Carter indicated the interest of the
Family Law Section of the American Bar Associa-
tion, the National Council on Family Relations, and
the American Sociological Association in supporting
improved registration.

Mr. Chancellor indicated he expects to use regu-
lar meetings and other contacts with Iowa’s local
clerks to explain the new standard certificate to
them.

Mr. C. R. Council described a new booklet on
“Marriage and Divorce Registration in the United
States” available for promoting understanding of
marriage registration among State and local officials
and other interested groups.

Discussion in the workshop focused on a few
main issues or problems. No resolutions or recom-
mendations were adopted, however.

The main areas of interest and expressions of
opinion were:

(1) While seeking to promote entmnce into the
MRA and the acceptance of the standard certificate,
the NCHS shotid maintain a flexible attitude so
that the differences in State laws and the problems
in local registration will not bar acceptance of a
State into the MRA.

(2) A greater effort must be made to create
confidence and cooperation among the officials
performing the marriage, county clerks, ad local
civic organizations whose support can be invaluable.

(3) The importance of maintaining not just
complete information, but also a high quality of
data among participating States shodd be
emphasized.

(4) There is a great need for materials such as
“Marriage and Divorce Registration in the United
States~’ issued by the National Center for Health
Statistics, which are designed to aid State people
in explaining ~o professional and lay associates why
certain improvemenfi are needed. The cooperation

of professional associations, such as the American
Bar Association, the National Council on Family
Relations, and the American Sociological Associa-
tion is also needed.

(5) The question whether data on education or
on occupation of the bride and groom were more
essential was debated without conclusive results.

(6) Brief mention was made of the possibility of
better using the information on vital records to
measure the health characteristics of the American
people, on the need to bring the wording of the
marriage certificate in line with the other vital cer-
tificates, and on the need to require the registration
of all persons authorized to perform a marriage.

In summing up the workshop, participants
stressedthe need to educate the public on the impor-
tance of the data on the marriage certificate for the
statistical needs of all of the users, including the
National Center, and to carry this on within the
existing framework of each State.

Dr. GROVE.Thank you, Mr. Ozier.
Dr. Richard Remington will report on the work-

shop that dealt with the subject of careers in health
statistics.

Workshop L

Dr. Richard D. Remington, Professor, Depart-
ment of Biostatistics, School of Public Health,
University of Michigan

The Study Group on Student Training and Staff
Development met once during the past biennium
and confirmed the proposal of the 1962-64 Study
Group calling for the establishment of a center for
the expansion and collation of efforts in delivering
knowledge of statisticsapplied in the field of health.
The 1964-66 Study Group report noted that antici-
pated increased needs for health statisticians were
fast becoming a reality with new demands for more
services; that S. 3008 may accomplish, in part, the
Group’s recommendations for solving the problems
of staff exchange and recruitment; and that NCHS
should administer the proposed health statistics
training center and serve all in the field.

S. 3008 will facilitate staff exchange between
Federal-State agencies for work related to health
since fringe benefits are protected and competitive
civil service requirements waived. The result will
not onIy be an exchange of experience, but also will
enhance individual career development. In fiscal
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1968, NCHS may begin a series of courses of vary-
ing lengths tailored to the needs of State programs.

A survey of curricula in biostatistics in the
United States, sponsored by the section on training
of the American Statistical Association, shows that
degree program requiremenfi vary widely, with
some programs similar to those for full mathemati-
cal statistical majors, others geared to training sta-

tistical membem of biological research teams, and
still others providing strong emphasis on demog-
raphy and public health statistics. It was recom-

mended that the findings and implications of this

survey be studied during the next 2 years.
Computers are beginning to play an important

role in biostatistical training. The preparation of

personal packages of statistical programs by the in-
dividual biostatistics student provides direct experi-
ence, as well as useful materials, for later
application on the job. The computer as a teaching

aid multiplies the effectiveness of the teacher and
provides the student a new kind of individual atten-
tion and opportunity for basic instruction, as well as
reinforcement and feedback. Computer assisted

instruction using remote terminal devices, time-
sharing system, and conversational computer lan-

guages promises to be an important development
for the preparation of all health personnel for

course units in statistics, as well as other areas.
A report of the AAVRPHS statistics survey of

1964 does not delineate unmet needs as clearly as it
was assumed it would, although many of the prob-
lems discussed did relate directly to lack of funds.
Some surprising findings include:

(1) Statisticians’ salaries have increased over
time at about the same rate as those of other health
workers in State o%ces.

(2) Average educational attainment is higher
than that which the positions require.

(3) General registration activities budget and
staffing needs appear to be more adequately met
than those activities of a statistical nature.

Revisions. of currictia in two schools of public
health were reported. One is going into a four-

track structure of a master’s degree. These are:
Vital statistics and registration at State and local

levels, biometry, demography, and mental health
statistics. These are four individual programs in
effect. The other is emphasizing training directed
at planning local health programs, rather than anal-
ysis or evahiation.

Discussion brought out that S. 3008 appears to
cover staff exchange of employees of State univer-
sities and provides grant programs. The grants
are especially important since a recent policy
change limiting NIH biometry grants to full-time
doctoral level study may threaten the graduate sum-
mer session in biostatistics. (I will have more to
say about that in a minute. )

Adequate budget, staffing, and provision for
inservice training were considered to be the key
components to recruitment techniques employed
by NCHS, State and city offices, and schools of

public health. Sources for recruitment include
high schools, small undergraduate schools, special-
ized graduate schools, summer employment, sum-
mer training, correspondence, and contacts through
alumni. It was suggested that NCHS consider
sponsoring a 3-month summer session for under-
graduate students as summer employment and as
a means to interest them in the field.

The role of the public health statistician in vari-
ous professions was discussed. The health admin-
istrator, whether on a national or local level, needs

more study and analysis of data already available
to get rate and trend information needed for long-
range planning. Concern was expressed that the

programs planned for NCHS and changed cur-

riculums in the schools of public health may be too
little and too late-that the universities stress train-
ing and research, but minimize service, even though

other public health professions need statisticians

trained primarily for service. Changes in FDA
regulations and advances in technology in the phar-
maceutical industry, too, have increased the need
for more and better trained medical statisticians.

A consensus of the workshop agreed that a study
group devoted to recruitment and training of stat-

isticians in health statistics and registration should
be formed for the next biennium. Suggestions for

the specific charge to that group and membership
should be submitted directly to Dr. Sagen.

Over the last 10 years, NIH biometry trfiing

grants have been one of the leading producers of
professional statisticians in our field. I think you
should be aware of certain administrative changes
that have taken place recently in the regulations

governing these training granti.
First of all, there is a change in the stipend ceKlng

level. A new ceiling on all predoctoral training has
been established by NIH, which is lower than the

levels currently being paid many students in these
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programs-lower than stipend levels for similarly
qualified students in other training programs sup-
ported by the Public Health Service.

You shotdd also be aware that training to a
tedal master’s degree is no longer to be sup-
ported by NIH biometry training grants but the
support must lead directly to the doctoral program.
This means that several institutions which do not
have doctoral programs, but train ordy at the mas-
ter’s level, will either presumably cease to exist or
produce statisticians, or will have to seek support
from other sources.

In addition, an administrative change has been
made which indicates that all future support of
trainees in this progam shall be for fti-time study—
defined to be a ftdl load for two ftdl academic terms
per year. This means for example that tuition-only
support as a previsionary or recruiting device is no
longer feasible, and it means that the graduate sum-
mer sessionin public health statistics,which has been
suppotied from this source, may be discontinued or
may have to receive funding from other sources.

I hate to end this repoti- on a pessimistic note,
but it is a pessimistic time.

Dr. GROVE:Thank you, Dr. Remington.
Mr. Wilson, our next speaker, is going to tell us

about the Workshop on Divorce Registration.

Workshop M

Mr. John C. Wdson, State Regitirar, Montana
Board of Health

The Workshop on Divorce Registration revealed
that a greater effort is needed to further improve the
accuracy and completeness of reporting. At pres-
en~ ordy 22 States plus the Virgin Islands make up
the divorce registration area (DRA) and ordy 6 of
these 22 States report age and previous marital
status.

California has a unique divorce reporting system.
A three-part record is furnished by the attorney for
the pltitiff when the initial complaint is filed.
This system offers some exciting possibilities for col-
lecting and analyzing the statistical data on marital
dissolution, from the time an action is filed until it
is either dismissed or becomes final.

Mr. Shipley of California raised a question about
confidentiality of Mormation collected from divorce
certificates. He stressed the need to enact legisla-
tion which wotdd insure the confidentiali~ of the
data collected. In order to insure complete and

accurate reporting of information. for divorce rec-
ords, the parties involved have to be assured that
data provided in connection with this traumatic
event will not be made public, except as authorized
by the legislation. *

Dr. Glick, from the Census Bureau, discussed a
study of 5,600 divorces that attempted to describe
the characteristics of divorced people and investi-
gate possible relationships between divorced groups
and other population groups. Dr. Glick felt that
additional information related to divorce will be
asked during the 1970 census, and expressed hope
that the research aspects of the divorce certificates
data will be better utilized.

Dr. Rosenberg, representing the National Insti-
tute of Mental Health, discussed a paper which
suggests that there is a definite relationship between
alcoholism and divorce, and he felt that this area is
open for, and in need of, further research.

Finally, there are several States which may soon
meet the requirements for admission to the divorce
registration area, and the future looks more promis-
ing than it has for many years.

Thank YOU.

Dr. GROVE.The final report is on a special session
held yesterday afternoon on the subject of statistics
for metropolitan areas, with particular emphasis,
of cot.~rse,on health statistics.

The report will be given by the chaiman of fiat
session, Mr. Todd Frazier.

Special Session

Mr. Todd M. Frazier, Chief, Planning, Re-
search and Statistics Division, District of Co-
lumbia Department of Public Health

This special session undertook to focus attention
on the challenge to health statistical programs in
the metropolitan areas.

How should central city or metropolitan county
health departments modify their statistical pro-
grams?

What should be the added content?
Who is to do what among the assortment of

agencies in the metropolitan area, the State, and
beyond?

What can be anticipated and what should be
the role, responsibility, and impact of the Federal
Government, particularly in view of the likely pass-
age of S. 300&tie Comprehensive Health Plan-
ning and Public Health Services Amendments of
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1966-the implementation of the Planning-Pro-
graming-Budgeting System required of the Federal
agencies by the Bureau of the Budget?

Dr. Herbert Domke, director of the Allegheny
County (Pennsylvania) Health Department, pre-
sented statistical program needs for health appraisal
of the U.S. metropolitan areas. He pointed to the
publishing of selected mortality data for 201 stand-
ard metropolitan statistical areas (SMSA) by the
National Center for Health Statistics as the setting
of a major landmark for urban public health. He
emphasized that the poIitical boundary line system,
as the basis for depicting the health status and
needs of the urban America, has become progres-
sively inaccurate; the biostatistician, the epidemiol-
ogist, and other health professionals must look at
the” whole picture of the American urb+ com-
munity.

Dr. Domke reviewed selected results of the 1963
health data series by SMSA’S, pointing out that
substantial methodological problems existed in
measuring health and disease, both in defining the
area and in describing tie kmd of health index
to use.

Dr. Domke closed by pointing out that commu-
nity health data suggests and leads to action and
that better data will provide a sound foundation
of fact upon which to build programs for improved
metropolitan-wide services.

Mr. James B. Swayne, chief, public health rec-
ords and statistiu, Los Angeles County Health
Department, emphasized his problems in terms of:

(1) Lack of adequate Federal and State sup-
port, both in terms of program development and
fiscal support;

(2) Lack of access to adequate statistical consul-
tation from the State level;

(3) Lack of intergovernmental coordination be-
tween Federal, State, and local programs; and

(4) Lack of adequate training programs and
facilities for local program personnel.

He also pointed out that the many vaned cate-
gories of project grants tend to weaken the needed
data collection effort, especially where specifications
and requirements are changed without respect for
the local program. He expressed the hope that
S. 3008 may bring relief here.

Dr. Mildred B. Kantor, director of vital statistics,
St. Louis county (Me. ) Health Department, em-
phasized the importance of comprehending the
broader demographic and social science purposes

in developing the metropolitan areas statistical pro-
gram. She described the needs for this program
in terms of good population base data of all kinds;
development and improvement of health depart-
ment recording and reporting systems for service
statistics; and the development of research and
studies of special health problems, including social
as well as disease and medical elements.

Dr. Kantor briefly described the “population
laboratory” sponsored by two St. Louis universities
and the city and county health departments as an
example of SMSA cooperation in health statistics
programs.

Mr. Robert A. Israel, now with the NCHS and
until recently chief, Division of Statistical Research
and Records, Maryland State Department of
Health, spoke out of his experience as a State
official. He stressed the desirability for blurring
or erasing psychological, as well as the many politi-
cal boundaries in order to provide the needed sta-
tistical services in metropolitan areas. The psycho-
logical barriers of convention and resistance to
change that have grown up tiough the years must
be overcome. New approaches—new descripto~
and denominators-are called for in order that
timely, accurate, and comprehensive methods are
brought to bear. We must not lean on decennial
data, but rather develop and apply survey tech-
niques to allow us to be responsive to the changing
problems within the scope of our responsibilities.
Health statisticiansmust be flexible in attacking the
problems at hand and step forward to display
leadership in planning and programing in the
health field.

Mr. James F. King, Jr., of the Division of Public
Health Methods, briefly described the provisions
of S. 3008. In this bill, there is provision for:

(1) Formula grants for planning through State
health planning agencies;

(2) A 5-year formula grants program for flexible
support of comprehensive public health services; and

(3) A 5-year project grants program for health
services development. Other provisions allow inter-
change of Federal and State health personnel and
training for State and local program stafF.

The key provisions for statistical programs are
those for flexibili~ in the planning and development
of services. Mr. king pointed out that this type of
program will give statisticiansincreased support and
responsibility in program planning and decision-
making, and they should seize the opportunity pre- -
sented for a leadersKlp role.
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Mr. James H. Mffler ot the YHS Diwslon ot
Indian Health reviewed the statistical technique for
health program priority determination developed
and used in his program to meet the needs of the
planning and programing budgeting system, PPBS.

The steps in program planning require:

(1)

(2)

(3)
and

(4)

plan.

Mr.

Identifying the health problem;

Setting the health objective;

Developing the alternative plans of action;

Implementing and evaluating the selected

Miller described the Q index, or the health
problem priority index system, as a method for com-
bining measures of mortality and morbidity ufllzing
the common denominator system.

The discussion that followed brought out that new
types of information to be used in systems like
PPBS, Q, etc., will be increasingly called for in
setting goals, developing means to achieve goals, and

measuring achievement. The role of the statistician
as a planner—whether the statistician must become
more of a public health analyst or program special-
ist-was debated.

The sense of the discussion pointed to the need
and desirability for a study group on research in the
improvement of useful health statistics for metro-
politan areas.

Dr. GROVE. Thank you, Mr. Frazier.
I must say that, in introducing the next item on

our agenda, I am a little bit surprised. Dr. Linder
was my first boss in the Federal Government and
one of his many wise principles was, “Never say in a
report that you will come out with another report
later on, because you may never do it.”

This, I have found by experience, is very good
advice. It is dangerous to say what you are going
to do some time in the future.

Nevertheless, some very skillful persuader has
induced Dr. Linder to speak on the subject of what
is to come in health statistics.
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Sneak Preview: What’s To
Come in Health Statistics

Dr. Forrest E. Linder, Director, National Center for Health Statistics,
U.S. Public Health Service

Dr. Grove, I have to admit that I made a serious mistake in ever agreeing
to have this particular title put in the program, because it does violate the princi-
ple that you mentioned, which has been one I have expounded many times:
“Do not promise people what you are going to do. until you are ready to do it.”

Also, I think it is perhaps the most misnamed topic which has been on the
program this week: “Sneak Preview—What’s To Come in Health Statistics.”
All this week, in my opinion, has been a preview of what is to come in health
statistim. The whole conference has scooped any possible remarks I could make
on what the future of this particular profession is to be.

We have talked about compute~, data banks, linked information systems,
new ceticates, new handbooks, revised international classification of diseases,
revised international classification of diseases adapted (for hospital purposes), mul-
tiple-cause tabulations, health resources statistics, medical care statistics, health-
manpower statistim, population measurements, fertility statistics, marriage and
divorce registration, record linkage, longitudinal studies, methodological studies,
local area statistics, State health surveys, training, recruitment, career development.

It ahnost makw you dizzy just to think of the topics we have been discussing
here during this week. I can’t imagine what there is left to give a “sneak preview”
about. M that is left is to go back and summarize all of the points that have
been made about these numerous iterns that have been discussed. But I am not
going to do this. I am not going to try to give a “sneak preview,” or to try to
telI you what I think is really to come in health statistics.

Instead, I would like to make one or two observations on what I think is the
meaning back of the discussions that we have engaged in around these topics.

What are the points that underlie them? The points themselves are the symptoms.
What are the underlying points that these s~ptoms are indicating?

I think the fit thing I might mention is that the discuwions this week have
stressed the fact that the era of planning in public health is now with us. We
have heard planning, and budget planning, and pqogram planning, and all kinds
of planning, but this, at this point, is now an accepted fact. And it is going to
demand of the statistician, as has been said many times this week, the production
of much more hard data than we have had in the past.

But it also offers the statistician the big chance to move from the backroom
to the frontroom of the public health organization. If we have the initiative and
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the foresight and the ability to seize this planning opportunity that is now con-
fronting the health organizations of this country, we will be able to do an immense
amount to increase the prestige and the status, and the qualifications, and the
sda~ of the State health statistic.

This planning, however, is not just analysis. It is going to require that YOU
look ahead into the future and be able to tell what is coming in health department
programs, not just what is coming in health statistics. And, here, I have a lot
of faith that we ought to start working with the concepts of model building in
public health organizations and in public health statistics.

I believe that the technique which has been mentioned here only briefly, that
of computer simtiation, is the coming tool of our profession for the future. simu-
lation and the computer are going to be, for the social sciences and the public
health prof-ion, what the physical laboratory and the chemistry laboratory have
been for those professions in the past. It is going to be one instrument by which
we can advance our science.

Connected with this idea of simulation, I have been wondering whether we
shotidn’t start getting into something which might be analogous to the war games
that are played by other departments in the Government. In other words, could
we design a computer program and scenario as a teaching and planning instrument
that can make us more acutely aware of how to use data? We can play a game
with a computer, so that we can t~ a design for this sort of a health program
and this sort of action pro~am, with this much money for this or for that. And
the computer will read us back from the scenafio whether or not we are making
a si~cant impact on the solution of the problem.

These computer-type war games are making big strides, so I understand,
in teaching. Perhaps you saw a popular article on the computer games in teach-
ing in elementary and secondary schools? One incident that was reported in W
article was that the high school students were playing a game in which each
student was pretending to be a king of a small country and he had the problem
of allocating so much of the agrictitural product to feed the people and so much
‘of it for storage reserve, and so much of it for seed for next year. The computer
wotid report back to him whether or not he was doing a good job as a king.

There was one instance of a rather inept student king who was allocating
these rmur~ this way and that way, and the computer then reported back to
him, “You have reduced your population to zero. Please call the teacher.”

But I wonder if this isn’t a concept we ought to start playing within public
health planning, to see whether we have to call the teacher, or whether we know
really how to do platig that is productive and useful.

Now, the other general meaning that I see in all of the points discussed this
week is that I believe we have a chance for a real renaissance of State statistical
work in the public health organization.

Somebody, earlier in the week, said, “This may be our last chance to get the
statistical work in the state health department at the proper level.” This speaker
implied that, if the public health organization didn’t take advantage of this chance,
other elements of the State government might begin moving into these fields and
leave the health departments rather “high and ~.”

There has been a lot of concern among health people about the fragmentation
of health service. Maybe we shotid begin to be a Iitie concerned about the
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potible fragmentation of health statistics in State organizations. But if we are
to develop our chance for a ren&ance of statistical work in the State health
departments, there are some things I think we have to do.

In tie tit place, for years we have been talking among ourselves about
statistics in the State health departments. I think talking to ourselves is not going
to solve the problem. We have to find some way to raise this dialogue to a higher
level within the organizational structure of the State government. At this higher
organizational level in the State government, we must begin to start a dialogue
of some kind, a discussion about the proper role of the statistical function in the
health department-how it is to be initiated and how it is to be sustained.

To make any succs in getting this higher-adminstiative level dialogue started
within the State government, the State statisticians and the State registrars have to
find some way to disentangle themselv~ from the unending and relentless pressure
of the detail of the work day by day.

I am sure that the requats that come into the State offices from the public
in terms of registration problems and procedures are so demading fiat very few
State people have a chance to really think of the broader ksum. They do not have
an opportunity to consider what the statistical office in their organization ought
to be doing or to explore the long-range planning for this sort of organization.

Now, it is a vicious circle. I don’t know how you are go@g to lift yoursdva
by your own bootstraps, in a sense, but some way has to be found, I think, to give
the r=ponsible State officials, those responsible for registration and vital statistics,
a chance to sit back, put their feet up on the dmk, and* a little bit about solving
the broader problems of the organization that must be faced.

I mentioned earlier that I was disappointed to see that in the 5 years since the
National Center for Health Statitics has been established, there has not been a
State counterpart-a State center for health statisties-established in any one of the
50 Stat6.

I think the time for this has come. I think it is now time that State centem
for health statistim be developed in the many State health departments. The time
for the idea is here, but what is now needed is some leadership, somebody to
crystallize the concept and draw up a blueprint. It needs to be set as a goal that
can be worked for and achieved.

When the National Center for Health Statistics was created, the idea was a
creation of a committee in the Public Health Service that was studying the
functions and program of tie Federal Public Health Service. This committee
spelled out the bmic idea for the National Center for Health Statistics. With
that, we were able to move ahead on it.

But where wodd the idea in State health departments come from? Where
is this crystallization of a plan, of a concept, coming from?

I don’t think it is our job, at the national level, to take the responsibility for
developing the concept of what is appropriate for a State office. This shotid
be a function of the State people, to see for themselves what is required, what is
needed, and what is within grasp.

Some progressive leadership and some progressive work is needed. Maybe
this is a proper function for the American Association for Vital Records and Public
Health Statistics. I just checked with your secret~-treasurer. This is not a
poor organization. They have a rather enviable treasury, something that wotid
make many other professional aasociatiom wonder how they cotid do the same.
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Maybe it is the responsibility of tis State organization to set up and finance
its own committee to develop its own idex, to hire its own codtants if necessary,
and to write out the blueprint. Such a general blueprint can be used by any
appropriate State to start a dialogue at the highest levels within the State public
health department to create an organizational entity which will really cope with
the demands for hard data and the demands for pro~am planning.

One of the big problems with this is the shortage of personnel. We complain
about this, you complain about it, everybody complains about it. But I have
the optimistic conviction that this shortage of personnel is something which is
going to ease in the relatively near future. If Dr. Hauser, when he talks about
the poptiation program at lunch, doesn’t contradict me, I believe I am right in
saying, witi a few years, there is going to be a flood of available people, trained
at ~erent levels, who will be looking for jobs and who will be a pool from which
we can draw trained persormel in the various categories.

You must keep in mind that, last year, 1965, I believe a million more people
had their 18th birthday than the year before. This is the result of the large baby
boom of 1947. Those people in the baby boom of 1947 are just now 18 or 19
years of age, and, in a year or another year, they will soon be coming into the labo-
market, after a certain amount of college or advanced education.

So I think this personnel problem is going to ease up. It is one aspect of the
problem that can give us some optimism.

And while I think it is a safe policy not to make short-range pr~dictions,
because you can easily be embmazsed, I wotid suggest possibly that 2 years from
now, when we are back here again in this room, having the next meeting, let’s
look back at the program of this year and the recommendations that we made and
the things we said we hoped were going to happen and let’s have, whatever the
opposite of a preview is, namely, a little looking back to see whether or not we
were on the right track this year.

Dr. GROVE. I * that Dr. Linder came close to making some predictions,
and he certainly has given us a challenge for action, right now md in the short- and
Iong-ragefuture.

I would like to call on Dr. Sagen to make some concluding remarks. I don’t
know which direction he is going to look into, maybe both directions, ahead and
backward.
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Reprise

I I

Dr. Oswald K. Sagen, Assistant Director, National Center for Health

Statistics, U.S. Public Health Service

Members of the Conference: “If we could first know where we are, and
whither we are tending, we codd better judge what to do and how to do it.”

This was said by Abraham Lincoln, in his famous House Divided Speech,
when he accepted the nomination for the Presidency over 100 y- ago.

While his words were applied in a completely different contmt, they are
certtinly quite appropriate to the kinds of problems that we are concerned
about here.

He also said in that speech, you will recall, that “A house divided against
itself cannot stand.” That certainly is true of our national vital and health statis-
tics system, and that is really why we are here, why we have been here th~ week,
to find ways and means of keeping our house together, keeping it in order, and
keeping it up to date.

So this has bees-Ireally our whole concern this week. And I think we have
found out this week that we are at a turning point, if not actually in a crisis, in the
field of records and statistics. It has been brought on by rapid changes occurring
in our society; changes that are bringing new problems, new challenges, and new
opportunitim. Hopefdly, we can react to these things, take them home for reflec-
tion, and do something about them during the next 2 years.

I heatiy endorse the suggestion that 2 years from now we tal<ea good look
to see what has really been done about the problems we have aired during this
week, and evaluate the usefdness of the concepts and ideas that were brought to
light here this week. We must recognize that, no matter how provocative a meet-
ing like this has been, it yields no solutions to our problems. The discussions can
never do more than point up and d~ribe the problems themselves, suggest several
ways in which something h~ been done or can be done about them, and stimulate
us to attack them.

As our Latin American friends say, “Via con Dies.”

Dr. GROVE.Thank you. I think this is m appropriate note on which to
adjourn the meeting.
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LUNCHEON
SESSION

Population Policy
Dr. Philip M. Hauser, Director, Population Research and Training
Center, and Professor of Sociology, University of Chicago

My subject today is “Population Policy.”* Let me start out with a few high-
light facts, international and domestic.

When one turns to a consideration of population policy, one must among
other things realize there has been something called a “population explosion.”
There is adequate rustication for the use of this purple emotional propagandistic
language, as explosion is certainly not a scientific term. Justification for this
language can be summarized quickly. Let me remind you that it took most of
the 2 million years that man has been on the face of this earth to produce 1 billion
persons sirrndtaneously alive. That number was not achieved until about 1825.
It required only an additional 105 years to produce a second billion persons
simultaneously alive. Two billion was the poptiation in about 1930. It took
only 30 years to produce a third billion, by 1960. And with present trends md
allowing for diminished fertility (which I may say parenthetically at this stage is
wishful thinking), it would take only 17 years, until 1977, to produce a fourth
billion; about 10 years after that, 1987, to produce a Hth billion; and about 9
years after that to produce a sixth billion persons simultaneously alive.

There in a nutshell is the poptiation explosion. I should like to remind YOU

that in terms of the available data there probably never has been any significant
inflection point downwards in the rate of world poptiation growth. That is,
as far back as we can get any reasonable data, despite the fact that individul parts
of the globe have certairdy experienced population Im, total world population
growth has continued to increase at ever greater rates.

Should present trends continue, world population would approximate 7.5
billion by the year 2000; that is, it would more than double in the next 34 years.
Total world poptiation approximates 3.3 billion today. The United Nations, in
its projections, presents three variants of population estimates for the year 2000,
ranging from about 5.2 billion as the lower variant, to something like 6 billion
as an intmediate variant, and 6.8 billion as a high variant.

Each of these variants is based on the assumption that the birth rate will
diminish in the so-called developing regions of the world, and that there would be
a deceleration in the rate of world population growth.

I have inquired into tie basis for these assumptions. I think the best
rationale that can be given is that something has got to give. And for that reason,

it is ~umed there will be a reduction in fertility. I want to stress this, because

*Based on the transcript of an extemporaneous talk.
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it perhaps helps account for the one thing that seems to be paramount in all con-
temporary considerations of population policy; namely, the need for family
planning in an effort to reduce fertility. I hope to indicate that this is but one and
not nec~arily the most important aspect of population policy today; and one that
is perhaps receiving more than its share of attention at the moment.

A fial perspective with respect to the world situation. That is, despite the
efforts that have been underway now for some years, in India, for example, kince
1952, and in other nations, there has yet to be the first demonstration of a mass
population characterized by poverty and illiteracy which has managed to reduce
its birth rate.

Now I say this advisedly, partly to offset what I think is an unwarranted
optimism in many quartem. It is true that intensive efforts have been accom-
panied by reduced birth rates, presumably through these efforts, in places like

Hong Kong, Singapore, Taiwan, and Korea. But it is also true that the birth rate
in these areas had already be~n a downward turn before the intensive experi-
mental efforts began. As a matter of fact, there still has to be demonstrated to

what an extent the experimental efforts as such decreased the birth rate below
the trend that was already in motion.

Permit me to state two propositions to conclude the global perspective. First,
in the history of man there is no example of a mass population which achieved

literacy and higher levels of living that did not decrease its birth rate. Second,
unfortunately the converse of this proposition is also true. We have yet to see the
first maw poptiation, illiterate and living in poverty, that has managed to decrease
its birth rate. For example, the efforts in India since 1952 have as yet produced
no measurable decrease in fertility.

Now there is a lot of optimism about the prospect for fertility reduction in
the developing areas. A recent issue of Newsweek quotes one of our colleagues

in the field as saykg, “we know now how to reduce the birth rate.” Well, I can
only hope this is right. But I am from Missouri, via Illinois, in the sense that I
have got to see that measurable decrease in the birth rate before I believe anyone

who says he now knows how to do it.
Let me turn now to some national factual perspectives.
In this Nation, of course, we have one of the most startling examples of the

population explosio~l in the Western World—a population explosion that is
remarkable not only for the level of natural increase but, also, for an unprecedented
level of immigration. From something like 4 million persons in 1790, when our
fist census was taken, we are now ahnost 197 million, according to the census

clock in the Commerce Department corridor today.
As a matter of fact, since we are in a family of statisticians, I think it is ap-

propriate to direct your attention to tiis fact. At some time, possibly during the

current year, this Nation has already topped a population of 200 million. This

is with an allowance for underenumeration. (Incidentally, because I am talking
to a statistical audience, this thought occurs to me. One of the most important
contributions that you statisticians in the vital statistics and health field can make
toward increased precision in the measurement of vital rates, fertility, mortality,
marriage, and divorce, for the nonwhite population of this Nation, wotid be to
retrogr~ in the completeness of registration. You are now responsible for
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tremendous &tortions in our measurements of birth and death rates. You have
achieved something like 100 percent completion in registration of births and
deaths, partictiarly in urban areas. Hence, with a census underenumeration of
perhaps 10 percent or higher for nonwhitm, we have a serious imbalance in the
relative accuracy of the numerator and denominator of vital rates. In con-
sequence, my recommendation and contribution to this conference is to suggest

.
you reduce completa~ of registration to about 90 percent. This will get us
much more accurate death and birth rates. )

We have in the course of our national history experienced many other drastic
popdation changes-I have time to refer to odyfour of them.

Perhaps the most si~cant of three changes, in many ways, is to be found
in the changing distribution of our poptiation. When our first census was
taken in 1790, 95 percent of the American people lived in rural areas, on farms
or in places having fewer than 2,500 people. When our 18th decennial census
was taken in 1960, from 5 percent urban, in 1790, we had become 70 percent
urban. Within the next two decades we may well approximate 80 percent urban.
Moreover, by 1960, we had become 63 percent metropolitan. We are probably
over 65 percent metropolitan now, and we might approximate 70 percent over
the next two decades.

These figurm cti attention to a transformation in a way of life-from agrar-
ian living to metropolitanism-that is probably unprecedented in human history.
This transformaton has created many policy problems originating in population
change-problems of which our society, I submit, is still largely unaware.

A second major poptiation change creating policy problems lies in our
changing age structure. The secular decline in birth rate from the beginning
of our tit statistics in this Nation down to the bottom of the depresion, on
which there was superimposed the postwar boom in babies md marriag~, has
rnotied our age structure in the most amazing way, of which you are quite
aware. Our younger and older people are increasing at much more rapid ratw

than are our people in between. This is why, if I may corroborate what Forrest

Linder said earlier in the day, young people under 25 entering the labor market
have tripled during this decade over what they were in the second quinquennium
of the fifties. Dfig this decade, 600,000 persons per year under 25 are entering

the labor force, as contrasted with 200,000 during the second part of the fifties.
Thus in the coming decade, the labor force will be very much improving in terms
of available bedim for recruitment purposes. This wfl be particularly true in
the category of persons 25 to 45 years of age. The changing age structure has
generated any number of problems.

Let us turn next to a third popdation problem on the domestic scene. As
you know, we have measured Werential fertility and differential mortality and

we have noted great imbalances in the relation between people and income across
the Nation and within various categories of popdation groups. I have had

occasion recentIy, on the basis of Mollie Orshansky’s work, to cdcdate that
something over 8 percent of all Negro children in families having five or more
children are today being reared in poverty; and almost two-thirds of all Negro
chiIdren in families with children under 18 are being reared in poverty. The
association between high fertility md povertyand littleor no education within

th=e United States is m manifest as it is for the world as a whole. Similarly,
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there are great differences in mortafity among various population groupings in
this Nation which raise obvious policy questions, especially in the fields of public
health and adequate medical care.

Finally we have great differences in economic opportunity within this most
affluent Nation, generating internal migratory flows which create many problems
that require policy consideration. Among these problems are: the inadequate
education provided to many Americans to prepare them in their areaa of origin
for life, as migranfi, in their areas of destination; the inadequate educational
facilities in areas of heavy in-migration to deal with the problems of the in-migrant
populations; and the inadequacy of other facilities and services for in-migrants
including housing, employment opportunity, public health programs, medicd care,
recreational facilities, and the like. Changes in population distribution and in age
structure, Merential fertility and mortality, and internal migration on the do-
mestic scene require policy considerations, in my judgment, that go far beyond
concern with family planning-that is limiting the number of people.

These are the kinds of factual considerations that lead me now to popula-
tion policy per se. We may well conceive of population policy in three categories:
global, international, and domestic. By global, I refer to those policies that com-
pletely transcend national boundarim. By international, I refer to policy that
involves nation-to-nation interrelationships. In respect to the domestic, I shall
focus on the United States.

What about global poptiation policy? With the kind of growth which tie
world is experiencing, with what we &eady know about the relationship between
world poptiation growth and economic development, it is clear that over the
next 34 years-that is, to the end of this century-there can be little solace for
anyone who is concerned about the inability and frustration of the developing
nations to achieve Mgher levels of living. That is, for the next 34 years, with
present trends or even with he most optimistic allowances for diminution of
fertility in the developing regions of the world—Asia, Latin America, and Africa—
there is little prospect of si@cant increases in levels of living.

As a matter of fac~ what evidence there is indicates that despite all of the
efforts we have made—technical awistance toward economic development through

the programs of the United Nations, including the expanded programs of tech-
nical ~~ance, the programs of the specialized agencies, the various national
and regional bilateral and mtitilateral programs, the programs of the great foun-
dations-the gap between levels of living in the “have” and the “have not” nations,
is increasing, not decreasing.

Permit me to stress the implications of this observation because I think the
kind of policy consideration involved is of a character that we as a society, literally,
have not yet faced. In my judgment, anyone who can see hopeful signs on the

global horizon during the next 34 years to the end of this century is either among
the faithful who expect miracl~ from Heaven, among the optimistic who expect
superwonders from science, among the ~uent parochi~ who anticipate that
they can live in an island of plentyin a sea,of world poverty,or among the naive

who can anticipate nothing.
This dismal outlook is based on the following considerations. First, even

the most optimistic outcoma of present family planning efforts would not pro-

vide much stimulus to increased leve~ of litig during this generation. Its
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major benefits wotid come in the next generation. But it is the present generation
that has experienced the “revolution of rising expectations” and is pressing for
economic advance and political freedom.

Moreover, not only is there very little prospect for great advances in levels of
living in Asia, Latin America, and Africa during the remainder of this century,
but, also, there is some prospect that conditions, especially in respect of food supply,
may worsen.

Between 1960 and 1964, for example, food production per capita in Latin
America, whose poptiation is now increasing at 3 percent per annum, actually
-bed by 6 percent. Food production per capita in Asia, in the same period
of time, actually diminished by 3 percent. It is too early to reach a definitive
conclusion on this point; but it may well be that an inflection point has occurred
during the first half of this decade, auguring that many regions of the world may
no longer be able to increase food production at the rate at which population is
growing.

What does this mean, then, from the standpoint of global policy? I can
ordy sketch the answer very briefly.

For one thing, it means that the peoplw of the world must face up to the
fact that this is a finite planet; that there are only 200 million square mfles of
surface on tie earth; that only one-fourth of the surface, some 50 million square
miles, is land. This means that the world as a whole must face up to the necsity
of limiting world poptiation md, I am going to use this word deliberately, setting
quotas for poptiation numbers for the world m a whole and for its various
subdivisions.

Nobody has quite faced up to this problem. The fact is that given a finite
space, given the prerient world rate of increas= of 2 percent per annum which
doubles population every 35 years, and given the fact that, despite efforts to the
contrary, world poptiation growth rates so far have been going up, not down,
some fom of population control is inevitable. In fact, any rate of growth, in the
long run, produces saturation. And in tie short run, we are already far too late

to avoid social unrest, political upheavals, threats to peace, and hot and cold wars,

which, in my judgment, will grow much worse, not better, in the remaining
years of this century.

What I am saying in effect is that although we have begun to talk about

population problems neither within this Nation nor in the world as a whole
have we faced up to the poficy implications of popdation trends on this fite

planet—implications with great social, economic, and political significance.
In addition to policy problems arising from population numbers, there are

also qualitative considerations of poptiation policy. Much of what has been said
about quality was said about two generations ago. Much of what was said was

nonsensical; that is, it was a kind of poptiarized and distorted genetics called
eugenics. We are aware today, largely by reason of the progress of the social
sciences, that the quality of the population in this generation and in the next
generation is not so much a function of the genetic as it is a function of the social
heritage--of the opportunity that a poptiation has for acquiring education and

acquiring skills. The quali~ of a poptiation, to use the language of the educa-
tionists, depends on acquiring the basic skills, the salable skills, and the citizenship
skills which presumably the schools shotid be transmitting.
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The quality of population in the world as a whole, the ability of a population
actually to transform a society from relatively low levels of productivity to high
levels of productivity, is more dependent upon opportunity for education and the
acquisition of skills than upon any prospect of changing its genetic heritage.

This calls for important global policy of a magnitude that we have not yet
really begun to face, despite the vatiant efforts of UNESCO to deal with the
problem of world literacy, world education, and worldwide opportunity for the
acquisition of skills.

In effect, I am suggesting that the need for policy with respect to both
quantity and quality of population on the globe is reaching such urgency that
not only the welfare but the very continued existence of much of this world’s
peoples is at stake,

Let me turn now from the global scene, although there are many other aspects
of the problem that require global policy considerations.

On the international, as distinguished from the global, level, considerations
of quantity and quality are also involved and are closely interrelated. That is,
in international relations, a~eement on control of numbers and, also, contioi of
population quafity, in the sense of opportunitiw for education and the acquisition
of slfi, is necessarily involved in any economic considerations designed to increase
income per capita. Population policy is m much involved as international trade,
international capital flows, technical assistance, etc., in planning higher levels of
living. Needlew to say, however, no amount of family planning alone will auto-
matically produce higher income per capita, unless there are also other inputs
toward economic development.

The question of determining whose population is to be contro~ed how much
is a mmt Mcult one—whose ox is to be gored? And I dare say that within the
coming years we will be talking about poptiation quotas that will help determine

which populations are to grow how fast within what periods of time. And along
with such talk we will be talking more and more about improving population
quality through increased investment in human resources.

Such considerations are almost certain to enter into international relations,
especia~y those involving bilateral or multilateral arrangemen~ between
economically advanced and developing nations.

Let me pass next from the international to the domestic scene. I shalI focus
on some mpects of domestic population policy and come to a close.

We in the United Statm are under the illusion that the population problem
is the world’s problem, or &la’s problem, or Latin America’s problem. Anyone

who really believes this is, in my judgment, revealing the parochial and naive
character of his own understanding of population matters.

We are faced with acute population problems in this country. And we have
crucial problems of policy with rmpect to them,

So far as numbers are concerned, we also have problems for the remainder
of this century. If you think you are harassed now in getting to work on express-
ways, if you live in a community in which a glass of water is mentially a chlorine

highball with a detergent head, if you are forbidden to bathe in the polluted lakes
in which you were able to swim as children, if you are experiencing other irritations
that may lead to an ulcer, and if you feel that you are worse off than if you were

smoking more than two packs of cigarettes a day because of air pollution-if YOU
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W you are now stiering these things, “you ain’t seen nothing yet.” These
kinds of costs of poptiation numbers will grow much worse before they get any
better.

Despite the fact that our national birth rate h= been turning downward
since 1957, we shrdl still be generatig over 4 or 5 million babim per annum for
‘perhaps the n-two decades. The reason for this is that persons of reproductive
age will doubIe within the coming generation, as our postwar babies reach
marriageable age.

This means that within the next 20 years we stand to add something like
70 million people to our poptiation, even with the allowance for decreased fertility,
as made in the recent projections of the Bureau of the Census. This is about as
many persons as in the United Kingdom and Canada combined. We must
produce, therefore, amenities of existence for another 70 million people in the next
two decadm even while we are still trying to struggle with accumulated problems
of urban renewal and public housing, not to mention the problems of acculturation
and the adjustment of our new in-migrants to the mainstream of American life,
metropolitan United States.

We do have problems of poptiation quantity in this Nation. We have
achieved fabdous productivity, which has cetiy enabIed us to belie Malthus-
in increasing income per capita, even while growing at fabulous rata. But the
relationship between poptiation and land in this country, the relationship between
poptiation and nonrenewable resources, and the relationship between population
and outdoor recreational resourcm are portending increasingly difficult problems.

We too face the qualitative problem. On the domestic as well as the world
scene, the differences in quality of our population are determined more by
differences in the social heritage than in the genetic heritage. Now this is not to

●

say that we ought to forget about genetics. There are obviously some specific

types of things that shotid be controlled through eugenic programs.

But let me remind you that it may take literally millions of years to produce
genetic change of a kind that would vitally affect the quality of a human being.

And we know, and we in these United States know this better than any nation

m the face of the earth, that within one generation you can take an ilIiteratej
poverty-stricken people and turn them into persons who can qualify as prof=ors
at Harvard University, or even the University of Chicago.

We know that through the social hefitage you can produce tremendous

chmges in the quality of population. Yet despite the fact that we know this,
what is the situation at the present time? Poptiation policy, if we are to be

concerned about quality, as well as quantity, and this increasingly is the concern

of the demographer and a~ated sciences, means concern with the nature of the
social heritage and the proce~ of sociafiation. It me- recognizing-and this

. is an example of a policy problem—that American education, elementary and

secondary education, is now ironically ffig a significant proportion of the

American people. Public education in this Nation, among our basic social

institutions, has been a vital element in the two great contributions we have made
to the story of man as 1 see it: First creating unity out of the diversity of ethnic

and racial groups of which we are constituted; and second making it possible to

give an unparalleled demonstration of an open society, a society in which every
person, no matter how humble his ofigin, ctid rise to levels in the social and

162



political md economic world tited only by his own individud capacities.
Despite this historic role of education in our society, education today is helping
to create a strat$ed society in the United States, a society stratified by economic
status and race.

Let me try to put it succinctly in this way. The child-forgive me if I invent
a new concept here—the child with a preconception IQ of a high order who is
smart enough to pick white paren~ who live in the suburbs may get an input for
his public school education’ as high as $1,500 to $2,000 per capita. The ctid
with a lower preconception IQ that picks white parents who live in a city may
get an education that gets him a $500 to $1,000 per capita educational input.
But, in our society, the child with a miserably low preconception IQ that is stupid
enough to select paren~ who not only live in the inner city, but who, also, have
black skins, automaticdy by that “stupid” act may get an educational input of
about $200 to $400 per capita as his preparation for life in a metropolitan society.

In the report of the recent White House Conference “To Fulfill These
Rights/’ the section on education recommends that, as a minimum, educational
expenditures per child be raised from the national average of $500 to $1,000,
a level still well below that which is available in our most ~uent suburbs. This
recommendation would require an increase in expenditures for education-public,
private, and church-related, elementa~ and secondary education—from $27
billion to $54 billion per year, a doubling of expenditure. This is a matter of
population policy, policy tiecting the quality of population.

We have up to this point in our history acted as if Mkkippi or Alabama
or, for that matter, the inner sections of New York City or Chicago were really
fortign entities. We have ptid little attention to the fact that people reared in
thesepartsof the United Stateswere nm being adequately prepared for life in the
mainstream of American life-in metropolitan areas.

Until recently, it was anathema for the Americans even to think of Federal
intervention into local education. Yet Federal funds are now available for edu-
cation. And such funds, followed by insistenceon the maintenance of Federal
standards, will grow, not diminish. It is becoming the policy of the United
Statesthat every person born within the boundaries of this Nation, no matter in
which part he is bom and reared, mustbe prepared for metropolitanismas a way
of life. This is a poptiation policy with respect to quality of population. It
is probably the mo~ important single policy on population quality that the
Nation could adopt.

There are other policies with respect to immigration. Despite the fact that
we are the leadersof the free world, our immigration laws, until the recent change,
proclaimed to the whole world the built-in prejudices, biases, and bigotries qf
some of the American people. As a matter of national poficy, our laws held
that certain people were much superior to other people. Well, now, in our most

recent immigration laws, we have set new standards. This also is a population
policy and an important part of our total population policy.

To summarize, policy must be set on problems arisiig from population trends

and considerations not only of growth but considerations, also, of distribution, of
composition, and of components of growth, including not only fertility but, also,
mortality. Most demographic policy is now focused on fertility and fertility con-
trol. This tends to obscure other important areas of poptiation policy. For
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example, tiere are populations on this globe and within this Nation whose
death ratw are still as much as twice as high as average death ratm for
the area m a whole. There is much yet to be done in the reduction of mortality
which wodd pox even greater problems on the growth front. But these are
also matters of important poptiation policy. There are also important popula-
tion policies to be set globally, internationally, and domestically on interrelated
matters such as migration, international trade, capital flows, centralization and
decentralization of economic activity, and investment in human m well as other
resources. So it should be clear that population policy goes far beyond family
planning done and involves ahnost every aspect of life in a complex, modern,
technological society.

Now I have a last consideration of population policy of special interest to
you with which to close. Poptiation policy must also include policy for not only

maintaining but, also, expanding present levels of population statistics and re-

search. In addition to the social, economic, and political, popdation statistics
and research encompm the biomedical aspects. For example, I do not believe
for a moment that we know all that we need to know about fertility control. I
believe, on the contrary, that the social sciences are still so ignorant we are not
yet sure that we can invoke motivation and incentive for family planning in the
cultures and types of life situations that exist in the developing regions of the world.

Moreover, I believe that the biomedical sciences are still w ignorant they have as

yet been unable to produce means of family planning that are efficacious enough,
practical enough, and acceptable enough to have solved the problem of peoples
in the developing areas. My notion is what we know today will seem primitive

within a decade.

These observations are a means of calling attention to the need for policies
of expanding statistics and expanding research. I do not believe that in any State
represented here, nor in the Federal Government, have we yet alIocated enough
resources to acquire the kind of knowledge necessary for developing sound popula-
tion policy and sound poptiation programs of the types to which I have referred.

I think our statistical and research job is just beginning. Man h= been on

the face of this earth, if I may close with this fial perspective, for some 2 million

years. He had not been faced with the kind of crises that he now faces for the
rest of this century until the end of World War II. It is only since then tie

poptiation explosion embraced the ma~ populations of the world-–in Asia, Latin

America, and Africa.
We are confronted with a brand new unprecedented problem—the second

poptiation revolution, if you will. Moreover, we are just beginning to face the

problems of metropolitanism as a way of life. In the two million years of existence
on this globe, man’ did not achieve widespread metropolitan living until the be-

-g of the century. Not until about 165 years ago did mankind as a whole
achieve enough in the way of technological development and social organizational

development to permit the proliferation of cities of a million or more. And it
is with the cities of a million or more that we are beginning to discover all tids

of problems for which our social heritage has no answers and which require the

invention, almost daily, of new answers such as those given by the New Deal, the
Square Deal, the New Frontier, and the Great Society.
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We are still coming to grips with the problems which, at least in part, involve
population. Many of the problems center around the population expl&on.
But the problems of metropolitanization are the product of what might be called
the population implosion. The increased concentration of people and economic
activities is creating unprecedented problems and calling for unprecedented types
of policy and program considerations.

In consequence, statisticians in the popdation field have not yet reached the
peak of responsibility which will be theirs. Quite apart from the specific technical
considerations with which you have been concerned during the past week, I think
you are going to be called upon to produce new kinds of data needed for policy
formation-data of a type that we have not yet even anticipated. What lie ahead
are new kinds of demands that our new kind of society is continuously creating
and at an accelerated rate. It will be your job to help to generate and to service
th~ new types of demands for population statistics and research.
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Implementing the Standard Certificates

DISCUSSION

Sfafus of the Revised Standard Certificates and
Development of Handbooks

Revision of the standard certificates began in 1963
when over 1,000 questionnaires were sent to various
individuals, agencies, and orgatiations that had
particular interest in the certificates’ content. Re-
plies from approximately 400 respondents and
comments and suggestions from three study groups
in the 1962-64 biennium concerned with the con-
tent, format, and medical certification of medico-
Iegal cases were reviewed and evaluated. Revised
drafts were prepared in May 1964 for consideration
at the 1964 National Meeting. The resulting rec-
omrnendations were reviewed by the staff of the
National Center for Health Statistics. Third drafts
were prepared for discussion during the 1964-66
biennium witi a new Study Group on Revision of
the Standard Certificates, composed of representa-
tives from the three previous groups plus several
new members selected to represent speciaI areas of
competence. Fourth drafts were prepared in June
1965, based on changes suggested by this Study
Group, and circulated to about 300 specially selected
individuals and agencies. The present drafts, dated
January 1966, reflect the results of the circtiariza-
tion and suggestions made at an August 1965 meet-
ing of the American Association for Vital Records
and Public Health Statistics.

The January 1966 multilithed drafts, which pres-
ent the proposed content, were sent to all partici-
pant prior to the meeting. First drafts of the
printed format of the certificates were @ven to
participants at the start of the workshops. After
further refinement in format to correct any errors
in spacing, location of items, etc., and formal ap-

SUMMARY

proval from the Bureau of the Budget, the proposed
standard certificate forms will be submitted to the
Government Printing Office for printing. The first
pfinted editions will be made available to the regis-
tration areas with an accompanying statement ex-
plaining the reasons for the changes.

Recommendations from the 1964 National Meet-
ing resulted in the establishment of a Study Group
on Preparation of Hospital and Physicians’ Hmd-
books on Births, Fetal Deaths, and Deaths, A
preliminary draft for use in hospitals was prepared
by the Division of Vital Statistics for review at the
first meeting of the Study Group, and a revision was
prepared for further consideration at the second
meeting in June 1965. In view of the need to
develop additional handbooks ~d h have them
available for use with the revised certificates on
January 1, 1968, contracts were entered into with
four knowledgeable persons to write handbooks for
use by hospitals, physicians, funeral directon, and
medics.I examiners and coronem. First drafts were
prepared by the authors and reviewed by the Study
Group at a meeting in December 1965. Sugges-
tions resdting from this review were incorporated
into second drafts by the authors. These second
drafts were circulated to the registration area for
review and comment and furnished to patricipants
h the workshops as background material for discus-
sion. The handbooks, designed to provide guide-
lines for all who have a role in completing certifi-
cates, are intended to serve as models for adaptation
to the specific needs of the registration areas in ac-
cordance with their laws and regulations. They
are based on the Model Vital Statistics Act of 1959.
The htidbooks will be uniform to the extent that
uniformity is feasible, but will emphasize those
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areas of particdar concern to the persons who will
use them.

A special editorial team will review the hand-
books for uniformity of instructions, definitions,
explanations, etc., and prepare final drafts for
distribution to the registration areas. Commenb
and suggestions on all four handbooks were re-
quested from persons attending the workshops.

Review of the Standard Certificates

While consideration in the workshops was to be
confined primarily to implementing use of the
revised certificates, there was some discussion Of fie
content and format, particularly of the new items.

An item on “education” ti been substituted for
“occupation” on all except the death certificate.

The consensus was that information about education
is more important for statistical and research pur-
poses than information about occupation, except
s occupation may relate to death. However, one
participant voiced strong opposition to omission of
occupation from the other certificates.

Addition of items covering the dates of the last
previous live birth and fetal death to the live birth
and fetal death certificates did not occaaion com-
ment. These are expected to yield useful data for
child spacing and fertili~ studies.

It was questioned whether the item on number
of prenatal visits would yield meaningful or useful
information. There will be a high correlation
between the amount of prenatal care and the
complications of pregnancy, merely because ob-
stetricians will want to see women with complica-
tions more often than those who are having a
normal pregnancy. However, it was suggested
that this information is important for perinata.1
health programs.

Better spacing and use of boldface type in item
16a for .“prenatal care began” as well as “month of
pregnancy” was suggested in order to assure in-
formation about the number of months of care
rather than length of pregnancy.

Some objection was voiced from a research point
of view to the terminology of some of the live birth
certificate items. There was an expression of need
for a specific definition of “attendant”
means of showing when a certified
actually was present at&e time of !birth.

>,.

and for a
attendant

. .

Moving the item on race to the confidential sec-
tion was accepted without objection. However, it
was generally agreed that the lineup and spacing
for this item, as well as the one on education, are
confusing, particularly with respect to the mother.

It was recommended that the wording for item 23
(biith defects) be more specific and that instruc-
tions in the handbooks include examples.

In discussion of the confidential sections of the
live birth and fetal death certificates-particularly
the medical items ( 19–23 and 2+28, respectively)
on complications of pregnancy and labor, birth in-
juries, and congenital malformations or anomalies—
it was explained that these medical items are ex-
pected to yield important data. For example,
NCHS is working with the Iowa State Health De-
partment and PHS Dental Health Division on
studies in connection with reported congenital mal-
formations. It is to be remembered that certificate
information is needed for two kinds of purposes;
the first is for legal uses, and the second is for re-
search, statistical, and program uses. In this re-
vision, while a significant attempt has been made
to differentiate between the legal and research-statis-
tical-program items, there is almost a need for two
records-one legal and one scientific. However, this
is not yet feasible in the United States.

The new bwth and fetal death certificates provide
space in the left margin for entering certificate num-
bers for “mates” in multiple bhs. The United
States has not published detailed tabulations on
multiple births since 1958.

There was some objection to substitution on the
live birth certificate of “State of btih” (items 6C
and 8c) instead of “place of birth” since this space
is also used to enter the county of birth.

Changes in the death certificate include return
of an item on surviving spouse; additions in part I
of item 18 of “or as a consequence of” to b and c
and “approximate” before “interval between onset
and death” to a, bj and c; addition of a question
(item 19b) about use of autopsy findings in deter-
mining the cause of death; and addition of “or
undetermined” to item 20a. There was no specific
comment on these changes, except that the wordiig
for item 20a shodd be “or manner undetermined”
to make the meaning clear. It was suggested that
“approximate interval between onset and death)’
might be printed vertically along the right margin to
give more space for entering the information (as in
Rhode Island’s- certificate). There was ‘ention
that the reference to time of death in the physician’s
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certification of the combined certificate is confusing
and awkward; it will be corrected.

Other comments included a suggestion that the
signature instructions in the certification be changed
to “si~ and type or print namej’ and the group

recognized the inappropriateness of including the
Zip Code in item 20f (location of place of injury).

While Workshops A and B were not concerned
with implementing use of the new marriage and
divorce certificates, there was brief discussion of new
items on these certificates.

New items on the marriage certificate are: Edu-
cation items for the ~om and bride instead of
occupation, an item ( 14e) to obtain information on
whether the ceremony was performed by a religious
or civil official, space for signatures of two witnesses
(15 a and b), and items on the date of dissolution of
the last previous marriage, if any. There was some
criticism about the number of signatures requested
and their location and spacing. In developing the
marriage certificate, items were taken from the ap-
plication for marriage, the marriage license, and the
facts of marriage; therefore, to come up with a satis-
factory certificate, space for the maximum number
of signatures was provided.

The divorce certificate contains as new items
the approximate date the coupIe separated (item
10), an item (11) on the total number of living
children as well as those under 18 years of age, and
items (18 and 22) on the dissolution of previous
marriages for both parties.

There was some question of the need for a con-
fidential information section in these certificates.
However, it was included to meet requirements for
placement of the race item. The education and
previous marriage items were included in it al-
though they might be termed “other personal in-
formation” rather than confidential.

In setting up the printed format, the objective
was to simplify the certificates and to try to get all

of them to a standard size. The style of type used
was one that would be readily photographic and
yet not overpowering, and all changes should also be
in this type. The printed format for the combined
death certificate fur use by either physicians or med-
ical examiners/coroners was made available to the
participants in the workshops. Separate certificate
forms, one for physicians ody and one for medical
examiners or coroners only, d also be prepared
and made available to the registration areas.

In printing copies of the certificates, the regis-
tration areas will omit “Form Approved, Budget

Bureau Form No.” in the upper right corner and --
the Department designation along the left edge.

Marginal notation~’’Type or print, in perma-
nent ink” and “For instructions, refer to the (spe-
cific) Handbook (s) “-will appear on all certificates
in the upper left corner.

It was suggested that the spacing in the left
margin of the live birth certificate be improved to
clearly show that the item which calls for the num-
ber of the death certificate for deaths under 1 year
of age, important for relating infant deaths to live
births, is separated from the item on multiple births.
Suggestions to return “For State use only” to the
certificates and to provide space for use by the regis-
trar for entering needed data, such as the results of
serological tests for syphilis, will be brought to the
attention of the printer. Other suggestions for
better spacing—e.g., item 1lb about the use of au-
topsy findings in determining the cause of death on
the fetal death certificate-will also be given con-
sideration.

In response to several inquiries, it was explained
that the mother’s name appears before the father’s
on the birth and fetal death ceticates because the
residence of the mother is taken to be the residence
of the child; also, in most illegitimate births, the
name of the father does not appear on the certifi-
cate. It was the consensus that information about
the mother should come before information about
the father in the confidential section as well as in the
legal section.

Attention of the group was called to the fact that
the “name” item on all certificates is in reverse
order to other legal documents which usually start
with the surname.

A suggestion favoring shortening “confidential
infonxtation for medical and health use only” to
“for medical and health use only” was made.

Review of the Handbooks

The Study Group on Handbooks recommended
to the authors that the handbooks should be pre-
sented in the philosophy and language of those in-
dividuals who use them, but the introduction for
all handbooks should give the same philosophy of
presentation. They should follow provisions of the
Model Law and show options by bracketing (as used
in the Model Law) to avoid omission of material
when adaptations are ‘necessary. The importance of
careful review and revision to confom to particular
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laws and regulations should be clearly stated. It
also set up principles for editing to assure that defi-
nitions which appear in two or more handbooks are
alike, that instructions for completing identical items
and explanations on the need for collecting informa-
tion are consistent, that general guidelines are uni-
form, and that the minimum essentials for com-
pleting items are included. The Group suggested
inclusion in all of the handbooks of an outline of the
registration system and a general instructions sec-
tion, both to be prepared by the staff of NCHS. It
recommended that the handbooks should be no
larger than 6“ x 9“, that they be bound so that they
open to lay flat, and that they be in looseleaf form
to fac~ltate adding new pages to keep them up to
date.

The NCHS editorial team is charged with careful
review of the handbooks to be sure that all defini-
tions, instructions, explanations, etc., are consistent,
although there may be shifts in emphasis to more
readily meet the needs of the persons for whom
they are written.

To make the handbooks more useful, it was sug-
gested that well-selected examples of certificate
preparation should be incorporated in them and
that these should be full-page examples. This is
particularly important in the medical examiner/cor-
oner handbook. If tie use of a standard certificate
results in an overstie page, it should be folded to fit
into the book. It was also suggested that footnotes
should be used for legal references md explanations.
Thus legal references would appear on the same
page as the material to which they apply. Numbers
should be used for medical references which should
be brought together in a bibliography as an appendix
to the handbook.

The Hospital Handbook.—Mrs. Shackelford dis-
cussed the structure of the handbook. In giving
instructions, it follows the Model Law as nearly as
possible, and at the sne time an attempt was made
to have it general enough to be readily adaptable to
the specific needs of the individual registration areas.
There are some d~erences in practice even among
areas having the Model Law. The instructions
point out the items most frequently affected by vary-
ing regulations so that in registration arm using the
national version of the handbook hospital personnel
will know when to depend upon local regulations
and procedures

The handbook contains some of the reasons why
certain items of information appear on the certifi-

cates so that hopsital personnel may have more in-
terest in collecting and properly recording this
information. In the interest of brevity, only those
situations arising most frequently are covered in the
detailed instructions. There will always be unusual
circumstances surrounding an individud birth which
will require a decision from registration officials.

Also included in the handbook are suggested
worksheets for use by the hospitals in gathering per-
sonal information from the informant and medical
information from patient records of the hospital and
the attending physician. Such a practice aflows the
certificate to be completed at one place by transcrib-
ing information already entered on worksheets.

In the discussion, there was mention again of the
need for inclusion of a clearly stated definition of at-
tendant in the handbook. It was suggested that the
person si~ing the certificate should be the senior
person actually present at the event. At the present
time, persons who sign certificates may not have
been present at all.

In general, participants agreed that the hospiti
handbook was well prepared.

The Physicians’ Handbook.—Dr. Dauer said the
physicians’ handbook on the certification of births
and deaths should be a concise but adequate guide
containing, for the most part, information and in-
structions that are essential to the proper under-
standing of the procedures that are involved in
medical certification. If it is geared to medical stu-
dents, physicians will not use it; therefore, it may
be desirable to consider having two handbooks-one
to serve as a training tool and the other to serve as
a guide for physicians. Dr. Dauer approached the
task of producing a handbook consistent with the
Model Law but from the point of view of a
physician:

1. The average physician, new or old, has no incli-
nation, and usually no time, to read about the
development of the registration system, how it
is presently organized, how standard certificates
come into being, etc.

2. He is aware that he has a legal obligation to cer-
tify causes of death and that a birth certificate
must be filled out and filed for every infant that
he delivers, but he may resent having the Iegd
aspects of registration belabored.

3. He is concerned about the confidentiality of the
the medlca.1 information that he supplies on
births and deaths and needs reassurance on this
point.
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4. He maybe confused by the language used to de-
scribe methods of certification, and he may not
have a clear understanding of the meaning of
some words and phrases that appear in the
medical section of certificates.

The death ceticate is more difEicdt to fill out
than the birth ceficate. Medical cefi=tion
is the problem for the physician, and it is more
~cdt to explain in understandable terms. In
the development of instructions for completing the
medical section of the death certificate, the following
points need emphaais:

1. The meaning of the words and phrases appearing
in parts I and II;

2. The impotince of listing accurately and in
proper sequence the immediate, contributory,
and underlying causes of death according to
the physician’s best judgment;

3. The desirability of using standard nomenclature
for the diseases listed in parta I and II;

4. The necessity of knowing when and under what
circumstances the physician shodd notify or
constit with medical-legaI authorities (coroner
or medical examiner) regarding deaths due
to external and undetermined causes; and

5. The role of the physician in the improvement
of cause-of-death statements and mortali~
statistics.

Dr. Dauer suggested the following considerations
on the content of the handbook to make it usefd
to physicians:

1. There shodd be a short introduction at the
beginning of the manual followed by general
instructions regarding legibiity, use of type-
writers when possible, use of permanent ink,
erasures, and the like. Otherwise, this
material will not be read by the practicing
physician.

2. The main concentration shodd be on those
iterns the physician must complete, and this
text shodd contain concise explanations. All
descriptions and discussions on subjects not
directly related to medical certification shotid
be placed in appendixes. Where necessary,
references to th~e appendixes (and where. . ..
.tiey may be found) shodd be made in the
main text. This shotid appIy to the listing
of items for which funeral @ectors or hospitals
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3.

4.

have the responsibility for providing informa-
tion-e.g., inclusion of age and sex items is
questioned since the physician does not com-
plete these items. Justification for the inclu-
sion of any such material shodd be based on a
real need—i.e., will it assist the physician in
meeting his obligations?

The handbook should satisfy the needs of physi-
cians rather than those of registrars.

Physicians should be encouraged to consult with
State and local health ofic~rs, registrars, and
other o%cid agencies about certification and
lod requirements as a means of improving
registration. Participation in reverse order
by medical officers of health is also highly
desirable.

Participants in the workshops reacted negatively
to the physicians’ handbook, but said they had not
had time to review it thoroughly. There was
general agreement with Dr. Dauer that medical
certification shodd be the important part of a
handbook for physicians, Several participants
suggested that the handbook be set up in two
parts-one with medical cefication and the
second with other necessary information. Several
participant suggested that the various references
to legal and State requirements were confusing.
Since anything that goes into a ceficate is there
by State requirement, this language should be
cleared up. There was one suggestion that it would
be difficdt to write adequate handbooks for funeral
directors and physicians until the procedure is
turned around. Now the registrar gives the cer-
tificate to the funeral director, and he goes to the
physician for his signature. It wodd be better H
the registrar gave the certificate to the physician
and he transmitted it to the funeral director.

Several participants suggested that the dilemma
presented by this edition of the handbook would not
be solved until there were two parts or two sections
to the certificate-one for the physician and one for
other persons now responsible for completing the
certificate. There was consensus *at the item on
birth injuries to the child infers negligence on tie
part of the physician and that perhaps a term other
than injuries shotid be used.

The Handbook for Medical Examiners/Coro-
ners.—Dr. Petty stated that the handbook is de-
signed to acquaint medical-legal officers-whether
medical examiner or coroner, elected Or appointed
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to office, physician or nonphysician, experienced or
inexperienced-with the detils of death certifica-
tion and to provide aid to them in properly filling
out the death certificate. It shotdd also prove help-
ful to users of data based on death certificates.
These data will be more properly interpreted by a
person who tiows something about the background
and the methods for arriving at the underlying
cause of death.

Discussion was limited because participants did
not have time to review the draft. It was suggested
that sticient well-selected case examples shotdd be
included, since the training of physicians, including
medical examiners and physician-coroners, tends to
make them turn for guidance to specific cases.
There was some feeling that the explanation for the
place of death, which calls for the place where the
body was pronounced dead, should instead require
the actual place of death.

A Manual for Funeral Directors.—Mr. Ozier in-
dicated that the manual for funeral directors is not
intended to be the last word on how things should
be done in a particular State, but rather to serve as
a model to be adapted to the code and practices of
any vital statistics area that thought it might be
helpful. It is based on the Model Vital Statistics

Act of 1959. Mr. Oziers$ated that he tried to tite
a manual that would serve both as a guide and ref-
erence source on the technical aspects of the funeral
director’s general and statutory duties and as a text-
book for students of mortuary science and funeral
director apprentices and trainees. He also attempted
to include useful information for persons, such as
physicians, coronen, and medical examinem, who

are interested in or subject to the laws and regula-
tions pertaining to the business and practice of
funeral directing, the transportation and disposition

of dead human bodies, and the preparation, filing,
and amending of certificates of death and fetal
death and the uses of these records for legal and
statistical purposes.

The author said that the manual was crammed
with information because the funeral director has
responsibility for filling out the personal particulars
md geographic items. He noted that trainees, if
not dl persons engaged in fu’neral directing, need
detailed instruction in a manual that they can keep
readiIy accasible.

The “Instructions for Obtaining and Using Per-
mits,” chapter V, may appear to some to be a bit
lengthy, especially since there is a move in some areas

to do away with the requirements for pemits. Mr.

Ozier believes that permits serve a useful purpose.
The chapter is based on procedures followed in 11-
Enios for instances in which permits are necessary.

Chapter VI on “Correcting Certificates of Death
or Fetal Death” provides information which will be
useful in many States, as well as in Illinois.

Mr. Ozier recommended that the registration
areas include a section which explains how funeral
directors may obtain certified copies of certificates
for the families they serve. Although inclusion of
copies of forms increases the size of the manual, he
feels strongly that their omission would detract from
the usefulness of the document.

Discussion of this handbook was limited also be-
cause many participants had not reviewed it thor-
oughly. However, it was suggested that the Funeral
Directors and Embalmers Act should be included as
an appendix. Other comments are to be sent to the
National Center for Health Statistics.

Educational Programs for Implementing Use of
the Certificates

Mr. Green discussed possible educational pro-
grams’ and other media for publicity which might
be used to promote the revised certificates and the
handbooks both as a national program of the Na-
tional Center for Health Statistics and as an aid to

the States and other registration areas.
At the national level, he suggested a campaign

using l-minute radio and television announcements

which wotdd be read according to a specified sched-

ule. The content has not been worked out, but the
object would be to involve the general public in the
program, giving information as to why and how the
new certificates should be filled out, etc. There are
some fairly firm ground rules as to the content of
such announcements-e.g., they must be directed to
a broad public ~oup, rather than a limited profes-

sional group, and must be endorsed by the National
Advertising Council. Clearance from the Govern-

ment must be obtained before endorsement from the
National Advertising Council may even be re-

quested. Because of the great number of requests
received, ody a limited number of clearances are
granted by the Government. Mr. Green suggested

that three or four announcements be prepared
which would have a tag message to relate them back
to the registration areas, would be tied specifically

to the office of vital statistics, and would indicate
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that this ofice might be contacted for further in-
formation. The registration areas would have to
be prepared to handle requests for further informa-
tion or service, Mr. Green asked for suggestions

concerning the content of such announcements.
In general, the participants contended that these

announcement would not help them to implement
the new certificates; instead, they wotid burden
them ~th a lot of useless work. If the public in

general were infomed of the new certificates
through such tiouncements, State and 100aloffices
would be swamped with letters and telephone calls,
asking whether the old certificates were still valid,
whether people should apply for new certificates to
replace all those the family had, etc. The con-
sensus was that the general public should not be
involved in implementing the new certificates. The
audience to be reached consists of the practicing
physicians, medical schools, medicd examiners and
coroners, hospital personnel, funeral directors, and
allied persomel having a role and responsibility for
the proper completion of ceficates. Most of the
participant in the workshops have had experience
in implementing the use of new standard certificates
on at least firee occaaions in the past.

Mr. Green’s second suggestion concerned the
use of po@ar periodicals, such as the Ladies’

Home Journal, Parents’ Magazine, and the Satur-
day Evening Post, for articles ~ected to a general
audience. He suggested that the parent of a new
child, knowing of the need for accuracy and the
importance of the information requested, might
help in promoting proper completion of the certifi-
cate if he mentioned this to the physician. Partici-
pants rejected this approach as, in effect, trying to
influence the general public to prod-r even po-
Iic+the physicians and other persons with respon-
sibility to produce accurate and complete certifi-
cates. This approach wotid constitute a hindrance
rather tha a help.

Mr. Green also discussed the placement of in-
formative articles in State and local professional and
technical journals. For some of these articles, the
byline of a prominent person might be effective.
The workshop participants granted that State med-
ical and allied professional journals, rather than
national, might prove to be good media for the
right type of articles. They suggested that a gen-
eral article at the national level which describes
the items and their value might be confusing be-
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cause the certificates will vary to some extent across
the country.

There was agreement that articles in State jour-
nals would be effective, but it was suggested that
there is a place for articles at the national level to
introduce the new certificates. These articles might
indicate, for example, that the new live birth and
fetal death certificates include new medical items
which pertain to the field of health, that congenital
malformation items are presently on the birth cer-
tificates of over 40 registration areas, that studies
based on congenital malformation information nw
being carried out by the Division of Dental Health
cover 31 areas which means that these areas have
information so complete that they can be includedj
etc. Publication of the fact that good data on
congenital malformations are available from many
areas may influence other areas to include this in-
formation on their new certificates. The value of
national articles would depend on their timing. It
was suggested that they are needed now.

In further discussion, participants continued to
express the opinion that articles in State and local
journals wotid be more beneficial, that they should
be prepared cooperatively by the States and NCHS
or cleared with the States before submission to State
journals, that they should appear before the adop
tion of the certificate in those States in which it
was felt that this would be helpful, and that they
might be more effective with the byline of State
people. The consensus was that these articles
should be directed to the people who will have a role
in supporting needed legislation and in the proper
completion of the certificates. If such articles
started appearing very soon in the State medical
and other professional journals, it would help to
secure the support of medical and other professional
associations to obtain State legislation to make it
possible to adapt the new certificates. There was
some feeling, however, that alerting the medical pro-
fession might give time to pull together forces neces-
sary to defeat legislation for changing the certifi-
cates. It was generally agreed that this situation

would differ greatly from State to State.
There was agreement that short films directed to

county medical societies, hospitals, medical schools,
etc., would be beneficial. Reference was made to
the success of the film on medical ce~fication for
physicians. A similar film on the live birth certifi-
cate is to be produced by the Public Health Service
audiovisual facility located in Atlanta, Ga, It will
be offered through the PHS on a free loan basis.



Although national articles and the various educa-
tional media suggested would be of some benefit to
some States, there was consensus that more effective
use of money and talent is needed. For example,
it was pointed out that since 98 percent of births oc-
cur in hospitals and the medical librarian and other
hospital personnel” have responsibility for entering
most of the information on the birth certificates,
this is the audience to which educational activities
shotid be directed. Also, in connection with the
birth certificates, the physicians, especially the ob-
stetricians, should be reached through their journals.

While several participants pointed out that, for
the most part, the only writing on the certificate by
the physician is his signature, others expressed the
opinion that most physicians carefu~y read what
they sign and do feel responsible for it. Conse-
quently, it is important to convey to the physician
that he is afExing his name to a document on which
the personal particulars, as well as the medical in-
formation, are accurate. He should be assured that
he is not alone in the responsibfity he takes when he
signs it and that a reliable team is working with
him. It was, genera~y agreed ~at worksheets
shodd be developed on which nurses and other per-
sonnel might gather information for transfer to cer-
tificates. It was suggested that eventually the di-
lemma will be solved by having two certificates—
one will be a skeleton medical certificate that the
physician will sign, and the other will contain the
personal items as well as other items which maybe
added in the future.

Several participants in the workshop continued to
remind the group that the medical profession’s sup-
port is needed to assure adoption of the new certifi-
cate items.

The group waa not receptive to Mr. Green’s
proposal that pharmaceutical and equipment man-
ufacturers be solicited to purchase space in jour-
nals and make it available for the presentation
of information on the new certificates. They
thought this might have the adverse effect of
creating confusion.

Mr. Green next suggested the use of exhibits
and “give-awa~’ leafleta and brochures for pro-
fessional audiences, Before a investment is made
in such materials, NCHS shotid know if effective
mechfims exist for their disti.bution and use.
The consensus w that there wotid be no problem
in finding outlets for such materials.

Consideration was given to the leaflet addressed
to the mother entitled “The Most Important
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Document in the Life of Your Baby.” Questions
were raised aa to its usefukess and how it might
best be distributed. Pticipants in the workshop
agreed that the leaflet would be usefd and that the
areas would be glad to receive copies of it. Several
Stateshave already developed similar leaflets which
are distributed through hospitals to infom the
mother of the information she should be prepared
to give. The suggestion was made that the leaflet
would be more effective if it were designed so that
the information for the btih ceticate on page 4
could be on a separate page which is slipped into
the leaflet. Thus, mothers could retain the re-
mainder of the leaflet for informational purposes
after giving the separate page to the nurse, physi-
cian, medical librarian, or other person who tran-
scribes the information to the birth certificate. It
wm suggested, also, that it wotid be helpful if space
were provided for including information about the
ofice from which a copy of the birth certificate
might be obtained.

Participants suggested that the leaflet should be
given to mothers during the prenatal period through
doctors’ offices and prenatal clinics, as well as on
admission for delivery in hospitals. Supplies of
the leaflet should be sent to the boards of health
for distribution. Further suggestions about the
content and distribution of the leaflet shodd be
sent to the National Center for Health Statistics.

Mr. Green asked if an exhibit on the certificates
or on any other subject, wotid be usefti and of
interest. NCHS might work up a general model
on a subject that codd be modified by photographs
and statements appropriate in local situations.
Such modified exhibits might cost about $100.
Some of the participants suggested that such
exhibits might be set up by the State medical
societies; others assured him that they wodd be
willing to accept my exhibit from the Center if it
were free and if they agreed to what was included
init. Such exhibits should be light, flexible, mobiie,
and colorfd.

It was noted that the National Center for Health
Statistia is planning an article on the history of the
stmdard certificates to be published in one of its
re@ar series of reports. The article will go into
considerable detail about the chmges in the new
ceflcates and the reasons for the new items. It is
expected to be published in about a ye=.

It was. also suggested that training institutes
for local registram, medical record librarians, physi-
cians, and others concerned in the registration
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process might bean appropriate educational tool to
describe the reasons for and uses of the certificate
items, the advantages of adopting the standard
forms from Ae registration area viewpoint and for
statistical Ad reriearchpurposes, etc. Financing for
these activities is available to the States from MCH
funds, the AMA, etc.

Participant@ concluded that the discussion
strengthened the conviction that the registration
areas are in the best position to know what they
need and me able to use. It was suggested fiat
NCHS wodd be most helpfd if it continued its role
of offering assistance and advice in carrying out the
programs that the areas believe are essential.

Time Schedule, Procedures, and Policies for
Impfemeniing Use of the Revisedl Cetiificates
and Handbooks

Preliminary copies of the revised standard certifi-
cates will be provided to the registration areas before
the end of November 1966 to enable them to begin
the planning needed to put them into use as sched-
ded on January 1, 1968. However, it was sug-
gested that preparatory work should start at once
and that those concerned shodd keep in mind the
schedde for specific activities proposed by Mr.
F-en in a paper presented before the AAVRPHS
on June 18. Mr. Framen spells out 15 specific steps
and the approximate timetable for c@ng them
out, covering the petiod Jtiy-December 1966-
when the 1968 fical year budgets shodd be pre-
pared to provide for printing, postage, and extra ex-
pense for field work—through April-June 1968
when letters shodd be written to express gratitude
for cooperation in the transition process ad to in-
vite questions and comments about problems in the
use of the new fo~. It was requested that copies
of the paper be reprinted “and made available
through NCHS.

SeveraS areas have aheady started implementing
the ceficates by working through their MCH and
other SM groups, obstetrical physicians, comrnit-
te~, and others who reflect the attitude of hospitaIs,
physicians, f~eral directors, and medical examiners
or coronen. In a sense these professional people
are coauthors of what comes out as the standard
ceficates and of the material for implementing
them. Through them, the attitudes and problems
will be reflected; thus, by the time the ceficates
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are offered to the board of health the pundwork
has been laid and the certificates will have wide p-
fessional support. In the past, this appromh has
been so successful that no opposition is encountered.

The National Center for Health Statisticswill not
print certificates for the registration areas; however,
it ti provide photopphic negatives which can be
used without charge by the areas to print their own
certificates or with minor modifications to suit the
needs of particular areas. These negatives will be
useful unless too many changes are necessary.
NCHS will also assist in providing help to the best
of’ its ab%ty to make the needed modifications or in
adapting the standard certificates after modifica-
tions have been determined. For example, the live
birth, fetal death, and death certificates are quite
crowded; NCHS will give assistance in spreading
out the items if larger certificates are desired.

The standard certificates contain the minimal
number of items, and the areas are free to add others
if they wish; however, all areas were urged to accept
the standard certificates with as few changes as
possible. Legislation may require some modifica-
tion, but every effort should be made to maintain
unifotity in tie interest of the coun~ as a whole
and of tie areas themselves. While no definite
promise can be made, the Center will do everything
possible to promote acceptance of the standard cer-
tificates and is willing to consider suggestions for
help to the areas in financing their printing costs.
Implementation of the new certificates res@, of
course, on the shoulders of the areas, but NCHS will
not spare its resources to help them achieve success
in this undertaking.

Initial copies of the revised drafts of the four
handbooks, based on comments and suggestions re-
ceived from conference participants and edited by
the NCHS team, will be made available to the reg-
istration areas by the end of the year. Inquiry will
be made by NCHS to determine whether the areas
want to print their own adaptations of the hand-
books or whether they wish to distribute the models
printed by NCHS and, if so, the quantity of each
required. The Center also has interest in knowing
their plan of distribution and who will receive them.
NCHS will supply the models to those areas which
cannot print their own, but it will not be able to
print revised handbooks for my area. It is esti-
mated that final printed copies will be available in
the spring of 1967.
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FUTURE STUDY

The following subjects were su~sted for study
during the next biennium:

1.

2.

3.

4.

1.

Educational documents.

Procedures for numbering certificates, if num-
bered, for record linkage.

Evaluation and verification of items on certifi-
cates and in the handbooks as to usage, deletion,
etc.

Evaluation of the format of the certificates of
fetal death and death.

DOCUMENTATION

“Demographic Implications of the New U.S.
Standard Certificates~ by Dr. Anders S. Lunde
and Dr. Robert D. Grove. Paper prepared

for presentation at the annual meeting of the
Population A=iation of America, New York,
N.Y., April 29, 1966.

2. Draft copies of the U.S. Standard Certificates
of Live Birth (Jan. 1, 1966), Fetal Death
(Jan. 1, 1966), Death (forms I, II(A), and
II(B), dated Jan. 1, 1966, Jan. 1, 1966, and
Dec. 21, 1965, respectively) and &t drafts
of the printing format for the U.S. Standard
Certificates of Live Birth, Fetal Death, Death
(for physician, medical examiner, or coroner),
Marriage, and Absolute Divome or Amdment.

3. Draft of ~waway leaflet “The Most Im-
portant Document in the Life of Your Baby,”
PHCRS Dec. No. 602.8.

4. Registration of B* and Fetal Deaths-A
Hospital Handbook. Second draf~ March
18, 1966.

5. Medical Certification of Births, Deatis, and
Fetal Deaths-A Handbook for Physicti.
Draft, May 1966.

6. Medical Certification of Medicolegal Cases of
Births, Deaths, Ad Fetal Deaths-A Handbook
for the Medical Examiner/Coroner. Second
draft, May 1, 1966.

7. A Manual for Funeral Directom on the Regis-
tration of Deaths and Fetal Deaths. Second
draft, February 1, 1966.
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I I

Population Surveys and
Health Research

FIRST SESSION—USES OF DATA FROM INTERVIEW SURVEYS

The uses of data from interview surveys and the
elements that are essential to the st~cces~of surveys
were considered by the Workshop on Population
Surveys and Health Research. The first session,
presided over by Dr. Jacob Feldlman, Schml of Pub-
lic Health, Harvard University, was devoted to the
potential uses of survey data produced at the city,
State, and national levels, based on experiences in
New York City, the State of Kentucky, and in the
National Health Interview Survey.

The City Government

Dr. Carl L. Erhardt, associate director of the
Office of Research, New York City Health Depart-
ment, and Mrs. Anne Cugliani, director of the New
York City Population Health Survey, described their
experiences in conducting the survey. The kinds of
information collected in the New York City survey
are quite similar to the basic items included in the
health interview survey. However, the national
survey does not have sufficient flexibilityy and popu-
lation detail to describe the local scene completely.
On the other hand, the local survey, to be worth-
while, must be geared to community needs and
programs.

In addition to providing basic information for
the health survey, population data are useful to
other city agencies, such as the city planning board,
the local labor department, and the mayor’s office.
Moreover, this byproduct of the survey data pro-
duces financial support by other agencies and can
serve to link the work of public, private, and Fed-
eral agencies within the area.

Data produced by the New York health survey
have been particularly useful in the estimation of
health insurance coverage. Demographic data
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produced from the survey have proved to be an in-
tercensal s~urce of information on population mobil-
ity. It is expected that changes in the use of medics’
services resulting from the Medicare legislation can
be measured by trend material from the survey.

The sample frame of the New York survey, which
has been in existence about 3 years, is at present the

only representative frame from which a local sample
of area households can be drawn. This has al-
ready been used by three other survey groups and
has begun to provide a small income to the survey.

The State Government

The State of Kentucky is at the present time at-
tempting to obtain financial support for a State
health survey through the community health serv-
ices grants program. In order to assure the co-
operation of other State agencies in this venture,
mt~ch consideration has been given to the possible
uses of the health data and to the ways that related

data needed by other agencies could be “piggy-
backed” in the survey.

Mr. Strawn W. Taylor, director of the Division of
Research, Planning, and Statistics, Kentucky De-
partment of Health, stressed the importance of con-
tacting persons with knowledge about surveys dur-
ing the planning phase, the desirability of obtaining
the advice and cooperation of official and volunteer

agencies, and the advisability of informing data
consumers about what the survey method can
produce.

One of the expected uses of the Kentucky health

survey is the detection and measurement of public
health problems, basic to the establishment of multi-



county complexes for health programs. Pending
approval of the grant application, arrangements
have been made with the Bureau of the Census
to provide assistance to the State on the sample
design and the training and control of interviewers.

The Federal Government

Mr. Theodore Woolsey, deputy director of the
National Center for Health Statistics, pointed out,
in relation to the National Health Interview Survey,
that the needs and uses for data cannot always be
anticipated. However, he outlined the following
theoretical structure of uses:

1. P/arming, ranging from the most elementary
rank-ordering of causes of morbidity to the
most sophisticated studies on cost benefits;

2. Evaluation, usually concerned with the effective-
ness of disease control in terms of time trends;

3. Admintitration, for example, the use of health
data for budgetary or legislative purposes;

4. Research, principally in the role of suggesting re-
search hypotheses; and

5. Nongovernmental, for example, the utilization
of health related topia by marketing, adver-
tising, education, and volunteer health agencies.

It waz emphasized that there is a definite need for
research on ,how data are used, so that the inter-
view survey can be improved. This type of re-
search would be of invaluable assistance in the re-
design and reevaluation of the interview survey.
For example, what is the relative emphasis that
should be placed on levels, relationships, and time
trends in the measurement of morbidity? Should
comparability of the data be sacrificed in the interest
of improving the collection instrument?

A brief report was presented by Dr. Kerr L.
White, School of Hygiene ahd Public Health, The
Johns Hopkins University, on an international study
being conducted in towns in England, Yugoslavia,
and the New England section of the United States.
Of particular interest is the fact that questionnaires
of identical format can be administered in the three
areas despite the differing cultures and mores. ,

DISCUSSION

During the &scussion which followed the fit
session of the workshop, some interesting points
regarding the general conduct of surveys and their
value were brought out.

The need for local surveys in addition to the
national survey was justified by the fact that rates
for certain health characteristics are affected by
economic, social, and geographic d~erences. For
this reason, rates for the Nation as a whole cannot
be applied to local areas. AS a,de, local surveys

provide flexibility and feedback in contrast to the
rigidity of the national sumey.

There are many items on which information is
needed but which have not yet been exploited in
surveys. Particularly suitable for locaI surveys are
such topics as mental illnms, family planning, and
unnecessary hospitalizations.

The advisability of using unfilled requests for
information to shape the output of data was sug-
gested. The selling of the sample design to other
agencies, a plan profitably invoked in New York
City, was presented as a method of obtaining finan-
cial support for a survey.

Findings in the Hawaii health survey, a program
which has been underway for approximately 7
years, have led to the establishment of several State
programs. For example, the unusually high prev-
alence of asthma-hay fever was responsible for the
initiation of a program to eradicate plants pro-
ducing certain irritant pollens, and the high inci-
dence of industrial injuries prompted the establish-
ment of safety programs.

Within a State or city jurisdiction, stimdation to
conduct interview surveys should usually come from
a research office, since this is the area in which the
overall view of the health needs of an area is
apparent. While local surveys, particdarly of the
ad hoc kind, do not always provide answers, they
often lead to other and more definitive studies.

It was the general consensus of the group that
both national and 10CZ.Isurveys are needed to
produce health data.
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SECOND SESSION—ESSENTIAL ELEMENTS

Dr. Jack Elinson, School of Public Health and
Administrative Medicine, Columbia University,
presided at the second session of the Workshop on
Poptiation Surveys and Health Research. Since the
objective of the session was to inform the partici-
pants of the essential elements in planning and
conducting a health survey, a panel discussion was
presented by:

Dr. Jacob Feldman, Harvard University

Dr. Charles Cannell, Universi~ of Michigan

Mr. George Kearns, Bureau of the Census

Dr. Philip S. Lawrence, NCHS

Miss Regina Loewenstein, Columbia University

Mrs. Anne Cugliani, New York City Health
Department

Mr. Walt R. Simmons, NCHS

Heavy emphasis was placed on the importance
of carefu~y defining the survey objectives and, once
defined, staying within the limits of the objectives.
It is necessary to know what questions one wishes
to answer and to determine if the survey technique
is suitable for obtaining answers to these questions.
Although it is difEcult in some. instances to state
the research problem, such a statement represents
a crucial phase of the survey. Once formtiated,
the survey objectives should be adhered to, even
though the temptation to add a few more questions
to the survey is aIways present. The interviewer
and the respondent can tolerate collection of
but a limited amount of information at one time.
Furthermore, in the processing and analysis phases
of tie collected material, the handling of an ex-
cessive amount of data can become difficult.

It was suggested that the formtiation of dummy
tables prior to the collection of the survey data can
particularize the types of information that should be
sought. Such a procedure clearly defines the areas
to be covered, often dictates the cost of the survey,
and helps in determiningg the sample size.

Closely related to defining survey objectives is the
question of survey concepts and definitions. The
concepts and definitions used in a survey are often
dictated by considerations of what is practical and
the desire to maintain comparability with other
sources of data. In formtiating the concepts, it is
advisable to have a clear notion of the survey ob-
jectives, and, again, dummy tables me useful in out-

lN THE SUCCESS OF INTERVIEW SURVEYS

lining the objectives. When completed, the out-
lined tables should add up to the problem area of
the survey.

There are several factors that should be consid-
ered in the sampling design of a survey, It is im-
portant to know:

1. If the survey is a one time or continuous project;

2. If emphasis is to be placed on levels (incidence,
prevalence, or amount of disability] or the re-
lationship of one distribution to another; and

3. If trends overtime are to be stressed.

Generally, large samples are used where levels are
invoIved, and repeat visits are employed where
trends over time are involved. It may be that a
repeat-visit sample design may have advantages.
However, the type of design must also be considered
in relation to the type of sampling (area or list
sampling), the length of the questionnaire, and the
collection procedure (direct interview or mailed
questionnaire). Because the final decision on sam-
ple design must consider the specific technical prob-
lems involved, a statistician familiar with all aspects
of survey procedure should be brought into the
planning at an early stage, even at the point where
the survey objectives are being defined.

The particular research and sample design is also
influenced by the interaction between the target
(the survey objectives) and the feasibility of the
project (what can be done). In other words, this
interaction implies the reconciliation of the idealistic
aims of the survey with the objectives that the sur-
vey can realistically be expected to fulfill,

The designing of a sample, probably more than
any other phase of a survey, is influenced by the re-
sources available. In addition to the obvious con-
siderations of time and money, other resource items
include qualified personnel, processing equipment,
and the availability of field establishments and
supervisors.

In order to evaluate the findings from a survey,
there must be an indicator of the precision of the
results. The standard error is probably the best,
the simplest, and the most generally understood by
consumers. It is a common practice to assessthe
quality of a survey on the basis of the nonresponse
rate, While it is desirable to have as many inter-
views completed as possible, this should not be the
sole criterion for obtaining complete data; it is
sometimes more reasonable to adjust the data for a
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noninterviewed household than to force poor in-
formation from a reluctant respondent. However,

a high response rate is desirable in all surveys and
should be a target at all times.

In the preparation of the interviewing instru-

ment—the questionnaire-one of the most difficult
tasks is converting concepts into questions. Fur-
thermore, in a continuing survey o~e is faced with
the problem of changing questions in the interest of
improving data but at the sacrifice of maintaining
the comparability of the data from year to year.

Interviewers in the Health Interview Survey are

told that they must follow the questionnaire wording
precisely, since it is only through this procedure that
comparable data are obtained.

Effort should be made to keep a questionnaire

at a reasonable length; provision should be made
for as much preceding as possible; and questions
should be worded so that they are “comfortable”
to the interviewer and clear to the respondent.
It is wise in the construction of a questionnaire to

consult the literature on this topic. The use of

format and wording that haa been tinted in previous

surveys can result in a considerable saving of time

and money. The questionnaire was described as
the weak link in survey research, and it was felt
that much work was needed on validating the
collection instrument.

Some experiences in the use of randomized assign-
ments as a mea-sure of interviewer variance were
described. It was the consensus that this technique
is feasible in some survey situations within limited
geographic areas, but that costs and operational
problems may rule out a strict randomized design
of assignments over a wide area.

Data processing, one of the most important
phases in the survey process, begins with the pre-
liminary editing of the collected material. The
necessity for maintaining quality control of the data
during the entire processing phase waz emphasized.
The quality and accuracy of the ultimate tabulated
material are dependent on frequent and clear
communication between the researchers and the
data processing personnel.

It was emphasized that there is an urgent need
for research in the fields of interviewer bias, quality
control, and other reporting problems. Although
a continuous program of evaluative studies is main-
tained in the National Center for Health Statistics,
it waz suggested that efforts to solve some of the
reporting inadequacies should be intensified and
coordinated in the Center,

The large attendance and the active participation
at the two sessions of the workshop were evidence of
the interest in the survey method and the need for
developing research studies to solve some of the
current problems and to adapt survey methods to
the local health jurisdictions.
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Automatic Data Processing
PMN OF THE WORKSHOP

The Workshop on Automatic Data Processing
was fomulated to present certain public health ap-
plications being performed within electronic data-
processing systems, two along the lines of a vital
statistics system and a generalized computer system
within a State healfi department and the other four
of a specialized nature which are not routine appli-
cations in most public health data-processing sys-
tems. It is hoped that these presentations will create
additional ideas for those already in the computer
field and perhaps encourage those in EAM systems
to begin thinking of ADP in the very near future.

The purpose of the workshop discussion, how-
ever, is not just one of sharing experiences and
learning from each o&er but also of drawing gener-
alizations from presentations as bases for recommen-
dations which can be laid before the Conference.
Therefore, it will also consider possible recommen-
dations on the feasibility of a clearinghouse for spe-

cialized public health ADP applications, future
ADP institutes, future ADP workshops, and the pos-
sibility of asking NCHS to provide ADP field con-
sultation for the States. Such recommendations
must be very specific in order to be effective,

The first paper concerns a su~system of a total
information system which is under development in
the Michigan State Health Department. It is the
first phase of an effort to integrate computer science
into health programs in Michigan. Other subsYs-
ternsunder development in Michigan involve licens-
ing applications, inventories, registers, evaluation
programs, and research, as well as the usual house-
keeping applications. The work is carried out in a
Health Statistics and Evaluation Center which has a
staff of approximately 30 persons. At present this
does not include the vital records unit, altiough it
may when the organization is complete.
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A Systems Approach to the Comp~].terization
of Vital Statistics

Mr. Louis W. Steinbach, Chief, Systems and
Programming Unit, Health Statistics and
Evaluation Center, Michigan Department of
Public Health

This group represents people with varying de-
grees of data-processing background and experience.
Some are from State health departments or other
agencies which have taken the big step into auto-
matic data processing and already experienced the
problems that arise in the early stages of conversion
to the computer. Others have not yet taken this
stepintocomputerization. When this step is taken,
you will be faced with many decisions which will, in
the long run, determine the characteristics of your
data-processing centem. One decision you will have
to make is what approach will be used in com-
puterizing applications at your department.

In the fall of 1964, the Michigan Depar~ent
of Public Health was faced with the same decision.
At that time, we decided to take a systemsapproach
to each application, knowing that this wodd pro-
long the process of computerization. We felt that
sound planning in the development stage of a com-
puter system, which results in a smootier running
system, more than compensates for the extra time
and work involved in using this approach.

What do we mean by a systems approach? We
mean that a systems analyst has to meet with each
division head or a representative of that division
to get a clear definition of the application to be
computerized. In this definition, we have to know
what the input or source document is and what out-
put or reports are required. Programing is a
very detailed and exacting business. Therefore
it is important that the definition be very clear,
very accurate, and very thorough. You have to
look at all aspects of an appli~ation before pro-
graming begins. You have to look at the relation-
ship between this program and other systems that

are going to be computerized, to look for the com-
mon areas in these systems—what data can be
shared by systems, This has to be recognized be-
fore you get into programing, The next step, an
important one, is that you have to make whatever
revisions are needed in this system. Maybe the
procedures used when this was done manually or on
EAM equipment should be changed. You should
look at the input or source documents to be sure
that the input includes all the information that
the people are going to request in their output.
Maybe you will want to make changes in the input
documents fiat will make them easier to keypunch.
Or maybe it is an application where you can go
to a d~erent type of source document which can be
read on m optical mark reader, eliminating key
punching. These are some areas that make the
computer system a little different than when it was
done manually. You have to look at the output—
the reports that they are asking from this system.
This is the &e to eliminate any reports that have
been around for years that are not being used. And
be sure that tie output report that is defied pro-
vides the answers that people are looking for when
they ask you to run this system. It is important
that these revisions are made at this time, because
a poor manual system will still be a poor computer
system if no revisions are made.

This systems approach continues into the pro:
graming. A network or system of computer pro-
grams must be designed which will process the
input records and produce the required output ef-
ficiently. One of the systems which we developed
at the Michigan Department of Public Healti is
the Birth Update and Report System (fig. 1). This
system’s flow illustrates one approach to computeri-
zation of vital records a~~lications.

The Birth Update &d Report System provides
data for annual statistical reports which are re-
quired by law and for meeting routine and special
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health requests from State health programs, local
health departments, the National’Center for Health
Statistics, other State agencies, private orgatia-
tions, and individual researched. The system deals
with approximately 180,000 birth records annually
from which 51 annual reports, 5 quarterly reports,
and 5 monthly reports are prepared. The com-
puter system enables us to prepare all the annual
reports for a given year several months sooner than
was possible using EAM equipment.

This system is set up to run on a monthly cycle.
We go from birth punchcards to magnetic tape once
each month, and the rest of the Birth Update and
Report System revolves around this monthly birth

Figure 2
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ing are made on the punched cards. If an error is
found, the card is kicked out or not put on the tape.
A duplicate card is punched, and the original card
is listed on an error report which indicates the field
that was in error. Types of data checked include
such items as residence code of the mother, hos-
pital where birth occurred, hospital code, sex, and
race. Checks on reasonableness are also made-
for example, mothers who are over 55 years of age
and mothers having 20 or more events.

The total will indicate the number of cards sent
into the computer, number of errors found, and
number of tape records written. When error cards
come out, they will be corrected and come back
through the same program. A second tape-the
birth correction tap~will be produced. The two
tapes are than merged to produce the correct
monthly tape.

Tapes are sorted in order by residence of mother
and birth number. Residence of mother is used,
since this is the most common sequence requested in
reports and tabulations. While reports in other
orders are also prepared, the master file is kept in
this order. An index is prepared from this system,
and tapes are sorted alphabetically for this purpose.

First uses of the monthly tape are shown in fig-
ure 3. The report by residence and month is cumu-
lative and shows birth certificates received from
counties and cities by residence of mother, month
of occurrence, and cumulative totals. When this
report is run at the end of June, it till show such
items as individual monthly totals and also cumula-
tive totals for that 6-month period. Thus when
the December run is made, it will show 12 indi-
vidual monthly totals as well m an annual cumtia-
tive total. The report is available for use in
handling mail and telephone requests for current
data. Preparation of this report formerly requiring
5 hours a month now takes 10 minutes of computer
time.

The next report, by occurrence and month, is
very similar except that it reports on occurrence of
births and no cumulative totals are kept, For the
third use, report of Detroit illegitimate births, the
tape is sorted by county and hospital of birth to
prepare reports on Detroit rather than, the entire
State. Reports sent to the Detroit City Health
Department show numbers of illegitimate births by
census tracts, special areas designated A through Q=
within the city, and also give numbers for each
hospital where births occurred.
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Another use of monthlv ta~es is to nreDare the
,1 .

index of birth names in alphabetical order.‘ sort
and listing time on a monthly basis takes about an
hour. A separate index is prepared each monti
and an annual index at the end of the year. January
births, for example, are punched by the end of
February and the index comes out in mid-March.

Summary tapes for annual reports are given in
figure 4. Fours ummary tapes are used to prepare
24 reports at the end of the year. Through use of
summary tapes, sizable reductions are made in the
number of passes made on the annual master file
of 180,000 records. Each of these summary apes is
updated on a monthly basis. Each summary tape
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has only one record for each subtotal from a table.
For example, on county and city there will be ap-
proximately 350 breakdowns (or records) as o~
posed to 180,000 records on the annual mmter
file.

In planning this system before programing starts,
decisions have to be made as to what reports can
be grouped together and put on one summary tape.
This is determined by the stub on the side of the
page and the spread across the report. Whle more
thm one spread can be put in a summary tape,
there is a tendency to stay mainly with one stub,
The stub determines the sort on monthly tapes
before summarizing; if the stub is residence of
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mother, then the tape has to be sorted by residence
of mother before summarizing. The spread of the
reports involved determines the tape layout. In
other words, spreads to be printed in these reports
have to be included in the tape records.

Figure 5 provides infom-ation on two summary
tapes for quarterly reports. One of these provides
totals on births by hospitis for planning uses by
health department SMS. The other tape provides
quarterly reports for local health departments.
Along with this tape, we also prepare a fetal death
tape. This is the first time a new tape is introduced
in the system. Even though fetal death records
have the same tape format as the birth records, they

are kept on a separate file since fetal deaths are used
in reports with births, deaths, and by themselves.
These quarterly summary tapes are added together
to form new annual summary tapes for use in pre-
paring various annual reports.

Update of the master file is described in figure 6.
The master file is updated each month with a
monthly file. In this progr&, you go in with the
old master file and the current monthly file and come
out with a new master file. Indian birth punch-
cards are punched and sent to the Indian Health
aiieaoffice of the Department of Health, Education,
and Welfare. Cards are accumulated monthly and
forwarded annually.
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Another tape is prepared from the master file on
congenital malformations. Monthly tapes are ac-
cumulated to quarterly totals and then merged into
annual storage tape. This program is carried to
supply continuing demands from users for Wls type
of information.

Two purposes are met in use of the master file.
The first is to sort the master file by name of baby
and run our annual index of birth names in alpha-
betical order. The second is to pull the annual
birth subtape for use in preparing 11 annual reports.
This is referred to as a subtape since only selected
data are included and the tape is shorter than the
master file.

In summary, it needs to be noted that this system
has been programed in autocoder; the progr~ run
on the IBM 12K 1401 system with four tape drives.
The annual master file is a file of individual birth
records; there are approximately 180,000 records
each year. The annual computer run time for the
entire system is approximately 120 hours.

The time and effort that go into the systems work
are emphasized as being worth the investment. If
adequate systems work is not done before program-
ing begins, more’ programs will be written than are
needed. Duplication of effort and unrelated pro-
grams and reports result whenever systems work’ is
not thought out and put in in the beginning.

The Birth Update and Report System is regarded
as one of our basic foundation systems. By fall of
this year, we hope to have complete vital statistics
on the computer. Communicable diseases, mar-
riages, divorces, and births are now computerized,
and the death system is about three-fourths com-
plete. The Health Statistics and Evaluation Cen-
ter is one of the mainline organizational units in the
Health ‘Department. The Center is a pan of the
Bureau of Management Services, but it also has di-
rect access to the Director. of Public Health.

The approach used in the feasibility study and in
succeeding implementation and operation has been
directed toward involvement of program staffs with-
in the Department. This continuing staff group is
made up of assistant chiefs for the various divisions
and b“ureaus with the aim of building a Center

program devoted to furtherance of activities by
the professional health workers. Systems repre-

sentatives from the Center have been appointed to

each division to work at office manager levels on

preparation of inputs and procedures. As a result,
there have been many good applications within an

environment suited to continuing growth and

strength,
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Computer Processing in the Maryland
Psychiatric Case Register

Dr. Anita K. Bahn, Chief, Outpatient Studies
Section, Ofice of Biometry, National Institute
of Mental Health, PH’S

Mr. William Phillips, Jr., Maryland State
Department of Mental Hygiene

BACKGROUND

The Maryland Psychiatric Case Register was es-
tablished on Jtiy 1, 1961, as a cooperative project
of the Maryland State Department of Mental Hy-
giene and the Office of Biometry, NIMH. The
need for such a research tool, in which reports of
different psychiatric episodes for the same person
are linked serially to fom cumtiative records of psy-
chiatric careers, has long been recognized by epi-
demiolo@sts and program directors. Maryland was
selected for the development of a prototype register
because of ifi proximity to the statistical and com-
puter resources at the National Institutes of Health
in Bethesd~ the statewide psychiatric reporting al-
ready achieved, and the interest of the State’s wen-
M health agencies and two principal universities in
this research tool.

The reporting universe consists of all patients
admitted to psychiatric inpatient or outpatient
facilities in Maryland and Maryland residents ad-
mitted to psychiatric facilities in the District of
Columbla. Current reporting from 130 facilities
is estimated to represent about 97 percent of Mary-
land residents who receive care in a psychiatric fa-
cility. A Public Health Service riding and a Mary-
land statute guarantee the confidentiality of identi-
fying information, the use of reported data for
research purposes ody, and protection of the report-
ing physician against suit. To date, private
psychiatrists do not re~ort.

At
Cil.ity
pital,
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the initiation o; the register, each type of fa-
(public mental hospital, private mental hos-
general hospital with psychiatric beds, and

outpatient psychiatric clinic) reported on a different
type of form. After the register concept had been
more widely accepted and basic register mainten-
ance problems solved, a standard report, designed
with the assistance of a research committee, was put
into use on July 1, 1964.

The long-range requirements of the register dic-
tated that it be computer oriented because of the
large volume of reports, complex data processing,
the register’s eventual large size (66,000 persons at
the end of 3 years) and repetitive tasks, and the
shortage of authorized clerical positions.

The system was initially designed for the Honey-
well 800 computer at NIH, AI1 data-processing
programs and most tabtiation programs were wr{t-
ten in Assembly language because, at the time the
decision was made (1961 ), this was the best choice
from among the several available computer pro-
graming “languages.” The Honeywell Company
was at that time supporting the “FACT” language
in preference to the “COBOL” language, and the
other alternative, FORTRAN, was primarily ori-
ented toward algorithmic calculations rather than
high-volume data-processing applications.

In 1965, the NIH decided to convert to IBM’s
system 360 equipment. At the same time, extensive
program changes were needed to accommodate the
new standard report form. This presented the op-
portunity in developing a revised system to apply
what had been learned empirically during the pre-
vious 3 years. Approximately 90 percent of the
programs will be written in COBOL.

The proposed use of COBOL instead of Assembly
language will have severaI advantages. It will (1)
facilitate the adaptation of our programs by other
register installations (9, 10) ; (2) make more effi-
cient use of available progrmer resources, particu-
larly those with limited experience; (3) implement
more rapidly changes required by new form designs



and addition of new types of reporting facilities;
and (4) reduce the prograining effort required for
one-time s~ecial analyses, COBOL will have sev-.
eral nega~ve features, It will (1) increase the
amount of comfiuter time; (2) restrict the use of the
full capabilities of the computer; (3) complicate in-
put/o~tput operations for>he lar~e “Mast~r Statisti-
cal Records of our files; and (4) require more so-
phisticated initial programing effort to set up the
Data Division of the COBOL programs so that data
files will be easily reusable to meet special one-time
analyses,

The basic data files will be described first and
then the data-processing system.

DATA FILES

Two basic computer files are maintained—the
Master Identity File and the Master Statistical File.
The separation of identification from the statistical
data reduces the size of the files for computer proc-
essing and further protects the confidentiality of the
data.

The Master Identity File is used for linkage of new
reports received to records of previous registrants, to
furnish participating facilities with listings of their

patients, for recordchecking with Othei-data banks,
and for certain other research and routine process-
ing needs. The information contained in the rec-
ords of this file (see fig. 1) consists of facility code
and patient case number, complete name, maiden
name, address, date of birth, sex, race, social security
number, and date of admission. (Place of birth and
mother’s maiden surname will most likely be added
in order to provide additional discriminating fac-
tors for identifying patients. )

A unique identifying or register number associates
the identity records for each individual admission
with the cumulative statistical record. There is
only one cumulative statistical record for each reg-
istrant, but a separate identity record is retained for
each reported admission of a patient.

The Master Statistical File is used to prepare
routine statistical tabulations and for research
analyses. The records conti all statistical in-
formation reported. to the register and admissions,
separations, movements to and from Iong-tem leave
or elopement (escape), migration, and death, with
pertinent data related to each of these events.

In the initial register system, summaries of items,
such as days in inpatient care and number of admiss-
ions by type of facility by year and since entrance on

Figure i’

Facility
Code Register Patient case Soundex

number ‘— number code
Type Code 000

I 1 11234567112112311234567811231 1234

Sex Race

1 1

Admission
Name-Last,

iirst
)

Year Month Day

1 ‘2 34 56 12345678
! II I

Street
Name-First, middle or box Street name City or town

number

9 10111213141516171819 2021 12345 12345678910111213 12345678910111213

ZIP ~de

State
Area Zone

123 45 123

Maiden name
or alias

12345678

Residence Birth
Social security Mar-

no. Status ital
Gee. ~:c::e Year Month , Day

bbbbb

123456789 12 1 2345 12 1. 1234534 56

Maryland Psychiatric Case Register Master Identity Record: Fiscal Year 1965
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the re@ter, were accumulated during updating and
prefixed to the chronological data of the Master
Statistical Record. The purpose was to aid in tabu-
lation and limit the need for rescanning the entire
Statistical Record. Experience indicated, however,
that too often the information desired differed from
that accumulated. The Statistical Record therefore
has been simplified, and ody very limited data are
cumtiated automatically. In addition to these
summary counts, the patient’s latest statistical data
and current treatment status are prefixed to the
chronological data for easy access.

COMPUTER PROCESSING SYSTEM

The basic computer processing system (see fig. 2)
can be divided into six phases: Report editing, re-
port linkage, record updating, death clearance,
migration checks, and data retrieval and analysis.
Each phase is composed of several computer pro-
grams. There are in addition several utifity pro-
grams for applications such as file correction and list-
ing. Each phase of the processing is described in
detail in the following pages.

A. Report Editing

All data enter the system via punchcards. These
punchcards contain the basic data necessary for
routine State statistics plus the identifying inform-
ationneeded for record Wage. Processed annual-
ly are 1 statistical punchcard and 1 identification
card for each of 30,000 admission forms, 1 statistical
card for each of 30,000 separation forms, and ap-
proximately 90,000 dataphone cards reporting
“movement” into and out of State hospitals. Also
included in the processing are several thousand addi-
tional punchcards used for reporting address
changes, to record death information located cleri-
cally, to record symptoms (Problem Appraisal) for
selected facilities, and for control purposes.

The input cards, designated FORMAT–1 Rec-
ords, are punched in Baltimore and brought to
Bethesda where they are recorded on magnetic tape
with standard card-to-tape procedures. The cards
are sorted by facility code and patient case number
for more efficient checking of the error listing before
being processed through the first Editing Program.

The first Editing Program (MHROOIA) is de-
signed to detect all possible internal discrepancies
for any one report or card image record. An
error listing is prepared for clerical checking.
Correction is made by reproduction of the orig-
inal data punchcard with the revised information

and reentering it into the system for a second run
of the Editing Program.

Output of the first Editing Program (MHROOIA)
is designated as FORMAT-2 Records. During this
Editing Program a facility-type code is assigned
to each record, and the records are reforrnated to
facilitate processing in the next program. All out-
puts from various edit runs are sorted and merged
on facility code, patient case number, date of ac-
tion, and record-type code. During the merge
operation, the earliest processed of any duplicate
records detected in the system are dropped from
the file.

The sorted FORMAT–2 Record file is input to
the second of the Editing Programs, called the Com-
bining Program (MHR31OA). In this program,
all data, including identifying information per-
taining to the same action or event (admissions,
separations, placements, or returns from long-term
leave or elopement), are consolidated into one
card designated as FORMAT–3, Also, a temporary
identifying number called the pseudo register
number is automatically assigned to each set of
events which has the same facility code and patient
case number.1 Thus all actions pertaining to the
same episode of treatment, aa well as to multiple
episodes for the same person for facilities which
assign the same case number each time a person is
admitted (i.e., a unit case number), are linked.
The pseudo register number is placed in both the
pseudo register number field and the “located”
register number field of FORMAT–3 Records.
This temporary number or “handle” begins with
5,000,005 and skips by arithmetic progression of 10
for each change in facility code-patient case number,
As wilI be described later, it has proved to be ex-
tremely useful in the linkage phase.

The bringing together of all the data records for
each action makes possible additional checks which
were not possible during the first Editing Program,
The primary check is for missing data records such
as an admission identity record without a matching
admission statistical record. When an error is de-
tected, all data records for this facility code-pa-
tient case number are rejected in order to prevent
erroneous assignment of two d~erent pseudo regis-
ter numbers to the same person. All new data cards
resulting from this edit are reintroduced into the

‘In view of the increasing percentage of reports which
include social security number, this number will in the
future also be used for assignment of the same pseudo
register number to multiple episodes for an individual,
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system be~nning with the first Editing Program
“(MHROOIA) .

After creation of FORMAT–3 complete data rec-
ords, a FORMAT4 Linkage Record containing
only identifying information is extracted and writ-
ten on a second output file. FORMAT4 Records
are used for all subsequent record linkage operations
and at a later stage reassociated to FORMAT-3
Records by means of the pseudo register number.
In addition to a separate linkage record for each ad-
mission action, there is a separate linkage record for
each separation or hospital movement, not matched
to a current admission, which must be linked to a
previous admission in the Master Statistical File.

5. Hnkage Phase

Thus far, linkage has been accomplished only
among new events with the same facility code-
patient case number, but no unique number is avail-
able in most other cases to assist in the record-
matching process. tial Security number was
reported for only 19 percent of the initial patient
census in 1961 and for 40 percent of current (1965)
admissions. Therefore, it cannot serve as the only
linking device, and its use as the register number is
still impractical.

Our series of seven computer record-linkage ,pro-
grams takes into account au reported identifying
information, shifts the main burden and cost of iden-
tification to computer rather than clerical opera-
tions, and at the same time produces faster and
more accurate linkages. Although record matching
by computer has been attempted by several others
(11, 12), its use by the Maryland Psychiatric Case
Register is unique among chronic disease registers.

During 3 years, 94,828 admission actions were
combined to represent 66,006 persons. All of the
linkages have now been clerically reviewed. Only
26 incorrect or false linkages were found, 17 due
to error in key punching the correction card which
is used to change the computer decision or to error
in clerical review of the computer decision.

A clerical check of approximately 10 percent of
the Master File listed in alphabetical sequence de-
tected 17 &ssed linkages. According to program
logic, these records would have been linked except
for errors in clerical review or key punching. It is
estimated therefore that a total of less than 300 link-
ages that shodd have been detected were missed, an
accuracy score of 99.7 percent. Unreported chang~
of name due to adoption, marriage, or use of alias,
where address also has changed, would usualIynot be
linked. .
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The series of linkage programs described in the
next pages applies in succession different methods to
achieve a true linkage, the rejects from each preced-
ing process becoming the input to the next process.

Linkage Program No. l—Facility and Patient
Case Number Check (MHR315A) —As stated pre-
viously, many facilities reporting to the Maryland
Psychiatric Case Register assign the same case num-
ber every time the patient is admitted. Thus the
facility code-patient case number can be used to link
readmission records to an earlier admission record in
the register. Also, all the separation actions and
hospital movement actions pertaining to persons
who had been previously admitted to the register
can be readily linked by facility-exe number.

In preparation for this program, both the Master
Identity File and the file of Linkage Records (FOR-
MAT-4) from the Combining Program (MHR
310A) are sorted into facility code-patient case
number sequence, The program searches for a rec-
ord on the Master File that agrees with the Linkage
Record on facility code-patient case number. Un-
matched Linkage Records, including separation
and movement actions, are written on the “Unlo-
cated File.” Where facility code-patient case num-
bers match, additional checks are made on name,
date of birth, sex, and race. When the decision
rules indicate the validity of the match is doubtful,
the record is wtitten on the “Unlocated File” and a
print record produced. For accepted matches, the
register number is moved from the Minter Identity
Record to the Linkage Record and the latter is then
written on the “Located File.”

Unmatched separation and hospital movement
actions and doubtful matches are clerically reviewed.
A utility program (MHR309A) allows for the as-
signment of register numbers where clerical decisions
indicate the “possible” linkage to be a “true” link-
age. In many cases correction is needed of the
name, date of birth, facility code-patient case num-
ber, admission date, etc. In some cases, this is done
by a utility correction program. In other cases,
we have found it more feasible to prepare new data
cards and process them through the two Edit Pro-
grams and combine the output with tie original
editing output. This is especially true where sev-
eral items of information are incorrect.

The “unlocated” output file of this program is
processed through a utility program (MHR324A)
which leaves only admission type linkage records
not matched to the Master Register File for input to
the next linkage program.
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Linkage Program No. 2Aocial Security Number
Check (MHR325A ) —The percentage of regis-
trants with reported social secufity account number,
while still small, is improving due to general em-
phasis on the importance of this item. The Social
Security Number Check program is simiiar to the fa-
cility-case number check pro~am but uses the social
security number as the unique identifier. Over 700
admission actions in fiscal year 1963 and over 1,300
in 1964 were properly linked by use of this number.
Only two cases were found where ~erent persons
were reported with the same social security number.
However, in our total review of linkages, several per-
sons were found who reported entirely different
social security numbers at different admissions.
This is merely an observation and not a complete
analysis of this problem..

Linkage Program No. 3-Soundex Name Check
(MHR330) —The next linkage program uses re-
ported surname and sex as primary linkage factors.
During the Combining Program (MHR31OA), each
atilssion surname is automatically assigned a four-
digit phonetic code based upon a modified Rusell
Soundex coding system. This code brings similar
sounding names together despite variation in spell-
ing, It also serves to partition the file into groups
small enough for comparison.

Program MHR453A converts the Master Identity
File into a Master Linkage F.fie by removing records
of deceased persons and records that are exact
duplicates as to name, address; date of birth, sex,
and race. It also duplicates Master Identity Rec-
ords for Soundexed maiden or alias names, with the
duplicates identified by a code.

The Master Linkage File and the Unlocated
Linkage Record File are sorted into Soundex code-.
sex sequence. A block of records with the same
Soundex code-sex is read from the Master Linkage
Fle into core memory. Records from the Un-
located Linkage Record File in the same Soundex-
sex group are then read into memory one at a time
and compared to every record of the Master Block.
Comparison is made between each pair of records
on all identifying information. One of three de-
cisions, “acceptable,” “possible,” or “reject” match,
is made by the computer (see fig. 3 ).

When an “acceptable” match is made, further
checking of this ‘Linkage Record is discontinued; the
register number from the Master Record is entered
in the located number field of the Linkage Record
which is then written on a Located File. For “pos-
sible” and “reject” matches, checking is contin~d
against the next Master Record in memory.

For each “po~ible” match, both records are
printed for clerical review. In earlier years all “ac-
ceptable” linkagw were reviewed for verification.
Based upon this experience with each decision ride,
only certain “accept” categories are now reviewed.
For “reject” matches, no print record is produced;
checking merely continues to the next Master
Record in memory. If a Linkage Record has been
checked with all records in the Master Block and no
“acceptable” match made, the record is written on

the Urdocated File.
Where clerical review determines that the com-

puter decision was incorrect, a correction card over-
rides the computer decision with the linkage cor-
rection utility program (MHR309A). To change

a “possible” to an “acceptable” match, the master
register number from the correction card is placed

in the located register number field of the Linkage
Record and the record rewritten on the Located
File. To change an “acceptable” to a “reject”
match, the pseudo register number is moved to the
located register number field and the record re-
written on the Unlocated File.

Over 4,500 admissions in fiscal 1963 and over
6,000 in fiscal 1964 were linked by this program,

Although some details of the logic have changed
based on continuous review of the yield of each de-
cision rule, tie basic concepts have remained the
same. Because core memory will eventually be

too small to hold all Master Linkage Records with
the same Soundex-sex code, procedures will be re-
versed; that is, all of the new Linkage Records will

be read into memory and the Master Records
matched to them.

Linkage Program No. 4-Month and Day of
Birth Check (MHR340A ) —After the Soundex

name check, a further match for unlocated admis-
sions uses month and day of birth as the primary key
but follows the same concept. Both the Master

Linkage File and the Unlocated Linkage Records

are sorted into month and day of birth and sex
sequence. All records with the same month and
day of birth and sex from the Master File are read

into memory, and the Linkage Records with the
same birth and sex are compared one at a time to
every record in the Master Block on the basis of

other identifying information.

Presumably, this program
orals where name misspelling

Soundex codes are assigned.

should associate rec-
is such that different

This program how-
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ever has yielded only 80 to 100 linkages annually.2
Although com~uter time is considerable-over 4
hours ii fiscal “196&the importance of obtaining
all possible linkages justifies this program. Many
of the linkages were for cases reported without a
name (about 1.5 percent of all identity records).

Linkage Programs Nos. 5 and 6—Match of
New Records With Each Other (MHR360A,
MHR370A) —The linkage process, up to this point,
has attempted to matc~ a~missions” with p~rsons
already on the Master File. The remaining several
thousand unmatched admissions (about 60 percent)
are assumed to represent new patients. However,
a new patient may have several admissions in 1 year.
Therefore, all remaining actions must be matched
with each other.

The first program ( MHR360A), a modification
of the Soundex Linkage Program (MHR330A), uses
as input the unlinked new admission (FORMAT–
4) Records in Soundex code, sex, and located regis-
ter number sequence. These records are read hto
memory in groups composed of all records contain-
ing the same Soundex code-sex. The first record
in a block is checked with all other records in the
same block. The procedures and decisions pre-
viously described are followed with one exception.
When an acceptable match is made, the located
register number field of the base record (i.e., the
first record being compared) is reduced by one and
placed in the located register number field of the
second record. When a record encounters an “ac-
ceptable” match or is checked to all records higher
in sequence in the block without encountering an
“acceptable” match, the next record in the block is
matched to the remaining records of the block.
Subtraction is limited to the low order position of
the located register number, thereby allowing for
an infinite number of linkages.

Since there is only one output file from this pro-
gram, the correction procedures are also slightly
different. To create a linkage, the pseudo register

number minus 1 of the base record, obtained from
the correction card, is placed in the located regis-
ter number field of the matching record. To de-
stroy a linkage, the pseudo regis~er number of the
recbrd is moved to the located register number
field of the same record.

After these corrections have been made, a second
cross-check linkage program (MHR370A) checks

‘ b earlier paper (8) presents more detailed informa-
tion on the relative yields of each program.

the unlocated admissions, using month and day of
birth and sex as the grouping factor.

Linkage Program No. 7—Final Linkage Checlc
(MHR375A) —Although admissions have been
checked to the Master File and a cross-check has
been made among all admissions not linked to the
Master File, there are other possibilities of dWlica-
tion. A previous registrant may have multiple
episodes during the year, some linked to the Master
File through programs 1-4 and some not linked.
This can occur when there is a readmission to a
facility which uses the unit patient case number ‘
system or where the social security number is re-
ported for only one of the episodes. In addition,
the reported name would necessarily differ in its
Soundex code from that recorded on the Master
Files.

To detect this duplication, a modification
(MHR375A) of the Soundex Name Check to the
Master File is used. The Located Linkage File (all
admission FORMAT-4 Records linked to the
Master File in Linkage Programs 1-4) is used in
place of the Master File. All procedures are the
same as previously described for the Soundex Name
Check to the Master Files (MHR330A). For fiscal
1964, 25 ~positive linkages were made with this
pro~am.

C. Record Updating

All of the FORMAT-4 Linkage Records from the
various linkage programs are sorted and merged
by located register number sequence. A new regis-
ter number is automatically assigned to all events
for each new registrant; i.e., with the same pseudo
register number in the high order position of the lo-
cated register number field. (The low-order posi-
tion may have been changed to create linkage dur-
ing the cross-checks f~r multiple admissions during
the current fiscal year. ) The new register numbers
are assigned in sequence, continuing from the last
number previously assigned.

Both the output of this program (MHR380A),
and the complete data FORMAT-3 Records are
then sorted and matched on pseudo register number.
The number in the located register number field
of the FORMAT-4 Linkage Record is placed in the
located register number field of the matching FOR-
MAT-3 Record or Records (MHR3,82A).

The file of data FORMAT-3 Records is now
ready to update the Master Files. To do this, it is
sorted into register number (in the located register
number field ), date, and record-type sequence.
New events are added in chronological sequence to
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the record of previous registrants in the Master
Statistical Fde. Anew Master Statistical Record is
created fornewregistiants. Atthesametime, the
cumtdative portion of this record is updated and a
two-position “current status” code assi~meclthat
describes the type of psychiatric care, if any, being
received as of the end of the update period. This
information aids in the selection of patients for
statistical tabulations or other analyses.

During the update, many edits, not feasible
earlier, can be performed. These relate to consist-
ency between records for different episodes such as
birth date, race and sex, movements to and from
State hospitals, or reported under care of two in-
patient facilities at the same time. Occasionally,
a second report has been received for an action re-
ported the previous year. Corrections are usually
applied to the input to the updating program, and
anew update run is made.

Identity records are added to the “Master Identity
File for all admission actions. This new M=ter
Identity File is then processed through a program
(MHR453A) which creates the Master Linkage File
for the next running of the Soundex Linkage Check
(MHR330A) and Date of Birth Linkage Check
(MHR340A) as previously described.

D. Deaih Clearance

An important element of a chronic disease register
is the recording of the final disease outcome. Deaths
in institutions are routinely reported but usually not
those in the COmmunity. Unless counterindlcated
by further experience, therefore, we plan to match
the register against resident death cerdficates each
year. Only one death clearance process covering
all 3 years at one time has been undertaken thus far.

For death clearance, the death certificate punch-
cards prepared routinely by the Maryland State
Health Department and the Baltimore City Health
Department are supplemented by additional identi-
fying information such as complete date of birth,
maiden name or alias, social security number, and
address, needed for record matching. Deaths of all
persons under 1 year of age are eliminated since
few noninstitutionalized infants are in the register
poptdation.

The identifying and statistical information con-
tained in several punchcards for each death are
combined as a complete death data record (FOR-
MAT-3). Also, an admission type linkage record
(FORMAT-4) is created for each death. Death
Linkage Records are then matched by the Social
Security Linkage Program (MHR325A) to the
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Master Identity File. The unmatched Death Link-
age Records from this program are matched to the
Master Identity File by the Soundex Linkage Pro-
gram (MHR330A) and the month and day of birth
linkage program (MHR340A).

The matched Death Linkage Records are then
reassociated to the complete Death Records, and the
located registrar number placed in the latter. A
new run of the Update Program (MHR390A) is

made using these records with all appropriate
checks, such as deaths of persons recorded as still
being under psychiatric care.

For the first 3 years, the death clearance programs
identified 335 registrants who had died while on
the rolls of an outpatient psychiatric clinic and
696 who were in the community not under any
psychiatric care. Most of these deaths would not
have been known to the register without the death
clearance procedure. In addition, the date and
cause of death were obtained for 2,756 institutional
deaths previously known to the register.

A number of death certificates were not matched,
however, for registrants known to be deceased. A
thorough review of this process revealed that in
most instances the date of death reported by the
facility differed by several months from the actual
date of death, accounting for reject of the match.
A few missing death certificates were located in the
District of Columbia Health Department files, In
other cases, nonmatching resulted from gross mis-
spelling or change of name. Only one name death
index card had been selected for matching, but in
future operations all available name cards will be
used. It became evident also that for va.riou~
reasons not all resident death certificate punchcards
entered into the matching operation.

Based upon this experience, a Master Death
Clearance File will be created which will exclude
duplicate identi~ records, records for deceased per-
sons where a cause and date of death are already
recorded on the register, and persons recorded on the
register as currently in an inpatient facility,

E. Migration Checks

When a registrant emigrates from Maryland, he
is generally no longer subject to risk of readmission
to a facility in the State. Psychiatric admission or
death outside the State while a nonresident will not
be reported except through special study. For
these reasons, it is desirable that information be
obtained on out-migration of registrants. Further-
more, the mobility of psychiatric patients is in itself
a subject of epidemiological interest.
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Fortunately, the post office when furnished a
suitable card with name and address will check
their records to see if the person is still living at
that address and will provide any forwarding ad-
dress available. This service is free to Federal
agencies but otherwise costs 5 cents per card.

A trial postal inquiry was conducted on 5,000
registrants. Based upon this experience, the fol-
lowing procedures were developed and are being
applied to determine the present address of 48,000
registrants (excluding only those deceased or insti-
tutionalized for 3 years or more and therefore un-
likely to be released) :

1.

2.

3.

The latest. reported address record for each
selected person is extracted from the register
files;
The extracted records are processed through an
IBM 1401/1404 system to place the nme and
address of the patient on a specially designed
mail punchcard for post office inquiry;
A matching control statistical punchcard is pre-
pared con~ting the register-number plus- se-
lected statistical codes. (This card can be
collated with the return mail punched cards for
tabdation of returns by patient characteristic, to
determine missing mail cards for each post o%ce,
etc.)

The inquiry cards returned by the post o%ce are
coded clerically according to the information fur-
nished by the carrier serving that address, and the
codes are gang punched into the inquiry cards.
These cards are then matched to the control sta-
tistical card, and the migration code from the
inquiry card is reproduced into the statistical card.
This migration statistical card is then introduced
into the next updating cycle along with a migra-
tion identity punchcard for each reported change
of address.

In MIS project, the effect of the passage of time on
locatability is being tested by mailing for each
month only one-tenth of the inquiries selected on
the basis of an arbitrarily assi~ed serial number.
Variation over the 10-month period in the propor-
tion reported moved but without forwarding ad.
dress can then be studied. If a forwarding address
is received, further mail inquiry is being made.

The followup of all residual nonlocatees will prob-
ably be too difEcult, so a small “continuous” sample
of registrant will be systematically selected, on the
basis of permanent register number, for intensive
followup. Those not located in this sample will
be traced through city directory, other records, and
facility contac~ if necessary. A small sample of

out-of -State migrants may also be followed, if feasi-
ble, to determine if migration is selectively asso-
ciated with mental health status.

At the end of this experience a better apprecia-
tion of the value of migration checks will be known.

F. Data Retrieval and Analysis

The end goal of the register is tie retrieval of
summary data and of sample patient records for
detailed “study. The first task is the most difficult
and most costly.

In addition to programs which prepare tables
directly from Master Statistical Record search and
count of indices, there are data reduction and ex-
tract programs required as intermediate steps to
provide the input for various statistical tabulation
programs. In ordertoreducethenumber of times

the entire Master Statistical Record must be
scanned, a generalized program is available which
extracts five different types of records for statistical
tabulation. This program can be readily modified
to extract records meeting different conditions.

Tabulations include frequency counts, percentage
distributions, age-specific and age-adjusted admis-
sion and prevalence rates, “duplicated” by type
of facility, by individual facility, or by residential
area, or not unduplicated. The total experience of
patients under care some time during the year can
be summarized. One set of routine tabulations “fol-
lows” groups of patients separated from each psychi-
atric facility for a period of 1 year. The next
psychiatric facility to which the patients had been
admitted and the time lapse since separation are
presented. A wide variety of other routine and
special followup studies are anticipated now that
several years of data have been accumulated.
(13-17) . ~

Several life table analyses have been carried out
(18, 19). First we define the cohort, then extract
from the Master Statistical File a record containing
all necessa~ variables for each patient in the cohort.
The primary variables are the exact date of various
psychiatric events recorded. These extracted rec-
ords are then processed through a program which
compiles the frequency counts needed for comput-
ing the various probabilities, and in turn these are
processed through a FORTRAN program which
produces the life tables. Selection of cohorts and
time periods is determined by parameter cards. Any
combination of variables may be used to select co-
horts, and up to 24 time periods maybe specified.

A very useful form of data retrieval for explora-
tory analysis of the psychiatric careers of a small
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number of patients or for the examination of incon-
sistent records is a printout of selected patient Sta-
tistical Records. Selection of records can be based
on register number, patient characteristics, current
statuscode, or other variable.

Another potential use of the Maryland Psychiat-
ric Case Register data is for comparative studies
with other registe~ (20). The main ~cdties of
this type of study are twofold: each existing regis-
ter records different types of data on each patient;
secondly, each re+ster uses Uerent coding schemes
to record its data in machinable form. The lack
of uniform definitions is especially troublesome in
comparisons with foreign registem such as those in
England, Scotland, or Yugoslavia. The computer
is, however, usefd for accurate conversion of com-
parable data when the d=erent definitions or cod-
ing schemes used can be isomorphically related.

I FUTURE PLANS

Future plans include possible extension of report-
ing not only to private psychiatrists but also to non-
psychiatric agencies such as family service, welfare,
and correctional agencies. Such a psychosoci~ reg-
ister would be very desirable for many reasons (22).
However, its size wodd imply additional financial
support due to the added costs of maintenance. It
would also be necessary to obtain the cooperation of
a large number of ~erent types of agencies that
wodd be involved in such a broad program.

The main volae of current work in the Mary-
land Psychiatric Case Register is i-elated to State
mental hospital movements. We hope to develop(
a teletype communication system between all State
mental hospitals and the central office to record
statistical and administrative data on patients.
Notifications of State hospital movements in the
current dataphone system allow for numerical
transmissions only, and as a result it is not possible
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to verify patient case number by name, A better
telecommunication system would enable all actions
pertaining to a patient to be verified. A telecom-
munication terminal in the Baltimore office to link
with the NIH computer at Bethesda also may be
possible. This will provide significantly more fre-
quent computer access and foster “turn around
time” for taskswith small volumes of inpu,t, such as
processing of corrections or status inquiries ii]to the
register files.

DISCUSS1ON

This project is an example of the use of a digital
computer to reduce the amount of clerical work
required in maintaining a large case register tie
while increasing accuracy and consistency of data
and facilitating scientific analysis. The computer
assisted report and death certificate linkages are
perhaps the most unique features of the case regis-
ter process as it is implemented in the Maryland
Psychiatric Case Register,

The project has been primarily experimental in
nature, and therefore the project has borne many
development costs. By writing time-proven com-
p~ter programs in COBOL, however, we hope to
reduce direct costs while also making them readily
useful to others engaged in similar projects, Al-
though computer programing and processing are
costly, without computer aid this type of research
for a 3 million population wotid not be possible.
The number of register research publications attests
to its increasing use.

A unique person n~ber that could aid in linking
various vital and morbidi~ events in a person’s life
would greatly facilitate register research, substan-
tially reduce costs, and bring registers within the
reach of many more agenci~. The ~ignment of
the social security number at birth is a recom-
mended solution (21 ).
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Generalized Tabulating

Mr. Willis H. Kenyon, Data Processing Spe-
ctilkt, Ofice of the Dean, Univern”ty of Wis-
conn”n

Before I begin, I should like to take a moment to
discuss the title of the seminar today—Automatic
Data Processing. I am amazed that I do not under-
stand what that means. I have been in the busi-
ness about 8 years and have found nothing auto-
matic about data processing. Perhaps one solution
or one possible avenue toward more automatic
data processing is the type of program which we are
going to discuss.

Introducing myself, I should like to say that I
have worked for the State of Wisconsin, Depart-
ment of Administration. The Department of Ad-
ministration controls a central computer complex
for the entire State. This does not preclude any
other agency having its own computers, but hope-
fully will dispel them when it is unnecessary. On
the stafFI acted as a systems analyst, ranging over
the State whenever problems came up, and was
assigned on a feasibility study to the Board of
Health in Wisconsin.

You can have the best solution in the world, but
if no one has a problem it does not help you. But
I think every person in this ioom, if I am judging
you properly, has the problem. Perhaps we can
show you an approach that may help you if you
have a 1410. The data-processing industry seems
to be undergoing a period of revolution right about
now to @ to catch up with its users. The feeling
is that data processors must make the compute~
more accessible to the user. It is all well and
good that we can train very talented programmersto
communicate with the computer, but it is very dif-
ficult to get these same people to communicate titb
the user. This causes many problems, slips be-
tween the tongue and the lip, so to speak.

Concepts

This, then, is one of the things that we tried to
bypass. We want to go directly from Ae problem
definition stage, from you people as those asking
the questions, to the computer and, within reason,
allow the computer to answer the inquiry requests
that you have.

I was impressed by tie weight placed on data
processing in comments at the opening general
session. However, I saw a lack of one word with
which I think you are all very concerned. We
heard a lot about collection and presentation of
data to a machine, but very little about the Tetrieual
of that information in the form that you require.
The major requirement, I believe, in your area is
tabulations. They form the basis for your report-
ing and also for your analysis. This is what
WISTAB-a generalized cros-tabulation pro-
gram-is designed to accomplish.

Probably the most obvious example of user-
oriented languages or languages that you yourself
cotid learn and use on the computer is FORTRAN
(Formula Translator) ; anything that you can ex-
press in formula terms you can write in those for-
mula terms and give to a computer for procewing
the job that you require. A newer programing
language is the General Information System being
developed by IBM for their 360. Its primary ob-
jective is inquiry, so that a user can go to a com-
puter, pose a question, and get the results back.
IBM expects to have this out in a year.

The WISTAB Program

WISTAB is short for WISconsin TABulator. It
was developed in Madison by Richard W. McCOy
(Director, Data Processing Center, School of
Commerce, University of Wisconsin) and myself.
WISTAB is a generalized cross-tabulation program
written for the IBM 1410 data-processing system.
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It is a do-it-yourself tool of data analysis which
allows the user to program his own tabulations with-
out the ‘assistance of a computer specialist. One
hour should be sufficient to become an accomplished
WISTAB user. Using the accumulation capabili-
ties, one can also produce budget, accounting, or
audit reports. In your work, this can give such items
as number of visits by nurses or number of teeth in
a dental study.

It will calculate and print percentage distribu-
tions based on row, column, or grand totals, in
addition to the raw frequencies or accumulations.
As input, the program accepts a wide variety of
data formats on punched cards or magnetic tape;
sorting or otherwise reorganizing original data is
not required. This means that if you have a file
sorted in alphabetic sequence for your birth index
you would not have to re-sequence it to produce
any other tabulations you might require using this
method, Most present methods require that the
file be sorted into county sequence to produce tabu-
lations by county and then sorted by, let’s say, cause
of death to produce the cause-of-death register.
We do not do this at all. There is no requirement
for sorting. Results appear in tie form of printed
reports; optionally, magnetic tape records.

WISTAB users specify the variables of interest,
their location in the input records, and the way in
which they are to be distributed. This information,
along with other general control information, is then
punched into tabdating cards for presentation to
the program. These control cards are thoroughly
edited by the WISTAB program for detectable
errors. If errors are found, they are noted for the
user, and the run is d~continued before valuable
computer time is wasted.

WISTAB was prepared to eliminate the time-con-
suming task of preparing separate, special programs
for each tabulation and to give the user closer con-
trol over his data. In short, WISTAB is an ac-
curate, efficient means of tabulating data under
personal user control.

WISTAB output possibilities in sketch form are
given in figure 1. The first example is a simple
frequency distribution, which would be the distribu-
tion, perhaps, of the number of occurrences within
a specific age group. The second is a two-dimen-
sional table where we use age groups by county
(this could be almost any other variable that you
would want). The third uses the same example of
age group and county and is divided further again
by sex on a three-dimensional plane. While this is
the extent of the output format, we can go to any
number of dimensions you may require.

Figure 1. WISTAB OUTPUT POSSIBILITIES

The general formats of WISTAB tables are
shown in the following examples:

(a) AGEG~

1

frequency d.istritition

(b) AGEGROVP

:r

(c) AGEGROVP

c
o
u
N
T 3 dhemion table
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[

s
E
x
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—
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X, Y, and Z Variables

To effectively use the WISTAB program, the ter-
minology used in control-card preparation must be
thoroughly understood. The axes of the tabulation
are designated according to standard practice as X,
Y, and Z, respectively, defining column, row, and
third-dimension axes:

‘-ROwv”’ABLE
1

I I

The X or column variable is so named because it
establishes the columns of the table; it is defined
by the “X control card.” The Y or row variable is
so named because it establishes the rows of the
table; it is defined by the “Y control card.” Sti-
larly, the Z or third-dimension variable is defined
by the “Z control card.”
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Several tables cm be generated with one pass of
the input data. The end of a sequence of tables is
defined by either a new “X control card” or an
“END control card.” An X appearing alone in a
sequence will cause a frequency distribution to be
produced. An X and Y will produce a two-dimen-
sional table. By coding an X followed by several
Y’s, a series of two-dimensional tables will be pro-
duced, each having the same X axis. An X, Y, and
Z sequence will produce a three-dimensional table.
By coding one X, several Y’s, and one Z, a seties of
three-dimensional tables will be tabulated. A for-
mula is available to help determine the number of
machine passes required for any given sequence of
control cards.

If, for instance, you have an 80K 1410, this
would mean you have room for 80,000 characters of
information. The program itself would require
about 10,000 of these positions, leaving 70,000 for
your use. If, then, your tables were 10 columns
by 10 rows, requiring 100 cells in the table, and each
cell was, say, 7 digits, that would mean 700 digits
will be required for 1 table. By siiple divisions, we
find 100 tables codd be generated from one pass of
the data. Now if you go to a larger number of
intervals on any axis or to larger or sm~er counter
sizes, you increase or reduce the number of tables
that you can get on one p-.

The machine can, without preplanning, decide
the number of tables which can be generated in one
pass. It will reject those remaining for another
run. In the event all tables cannot be processed in
one data pass, the computer will count the unused
control cards and print a message letting you know
how many are left to be processed. This takes the
busy work out of your hands. You go ahead and
ask for whatever you want. The computer decides
how much of that it can accomplish at one time,
goes ahead and does this amount, and then tells you
how much it was not able to accomplish.

XTAB and End Definition Cards

Each run requires control cards to establish the
starting and ending points of the run.

The “XTAB control cardj’ which is short for
cross-tab control card, must always be the first con-
trol card of a run. It specfies data formats, re-
quired outputs, and a title to be printed at the top
of each output page.

The “END control card” must always be the last
control card of a rnn. Its only purpose is to signal
this fact.
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Criterion and Limitation Variab!es

Two additional control cards serve as “modifica-
tion” cards to alter the manner in wKlch tabulation
takes place. This increases the flexibility of the
program very much.

The C or criterion variable is so named because,
on the basis of the described criterion, records may
be isolated and excluded from all or a portion of a
partictiar WISTAB run; it is defined by the “C
control card.”

The L or limitation variable provides a limited
criterion variable to exclude records from a single
table sequence only; it is defined by the “L control
card.”

These two cards are similar in their effect, except
for their span of control; the C control card affects
all tables from the point of its insertion through the
end of the run, while the L control card holds only
through one table sequence. Their respective spans
of control can be best understood using the illustra-
tion in figure 2, where the vertical arrows demon-
strate their influence. The C and L cards maybe

Figure 2
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used for many purposes. The user should not feel
restricted by the few examples described here.

1.

2.

The number of table dimensions can be in-
creased. When a user finds the three dimensions
provided by WISTAB insufficient and requires
four or more, the C and L cards can provide this
facility while remaining relatively conservative
of machine memory space.
Error values or undesirable values can be elimi-
nated from tabulation. This feature can be of



particular import when the percentage tables
could be distorted by their inclusion.

3, Data can be restricted to a given range. An ex-
ample of this might be that only records contain-
ing years 58 and 59 are of interest and all others
in the data will be eliminated from the
tabulation.

There is no practical Iiiit to the number of C and L
control cards which may be inserted into any given
run nor the sequence of their insertion.

~Accumulation Variables

The accumulation variable, defined on the “A
control card,” is used to specify a single field of the
input record which is to be added into the table to
allow, for example, the accumulation of dollar
amounts or item quantities rather than simple fre-
quencies. The span of control of the A control card
is identical to that of the L control card specified in
the previous illustration.

Examples of possible areas to which the accumu-
lation variable might be applied are suggested here.
Many more will be found by the user.
1. Analysis of an accounting, audit, or budget

nature may be carried out.
2. Analysis of source data maybe made in order to

facilitate the checking of resultsand debugging of
specially written computer programs.

WISTAB Users Manual

Detailed explanations and illustrations for the
program are given in the WISTAB Users Manual,
July 1964 (revised April 1966). In addition to
materials presented here the Manual covers:

1.

2.

3.
4.
5.

1*

Control card preparation;

Error messages;

Technical information;
Coding example; and
Examples of machine output.

Data Processing for ~ed~cafe—~itle XIX

Mr. Stephen F. Gibbins, Chief, Data Process-
ing Center, California State Department of
Public Health

This report describes the data-processing strategy
in processing information for California’s Title XIX
Medicare Program. This activity resulted from
California legislation known as the Casey Bill, or AB
5, which allocated some $558 million for medical
care to eligible recipients under the program. The
program is administered in California by the Health
and Welfare Agency, which has delegated specific
responsibilities for management to the Department
of Public Health and to the State Department of
Social Welfare. The Department of Social Welfare
is responsible for mainlining the file of eligible
recipients which is developed by county social wel-
fare departments in accordance with regulations
contained in the legislation. The Department of
Social Welfare also has responsibilities for fiscal ac-
counting and for reporting to the Social Security
Administration.

The Department of Public Health has nine
specific areas of responsibility. The first five of these
require large-volume information processing.

1.
2.

3.

4.

5.

6.

7.
8.

9.

Monitoring of standards and quality of care;
Monitoring of benefits provided and utilization of
medical services;
Recommendation of reasonable rates and
chmges;
Recommendation of program modifications
based on experience;
Preparation of reports and conduct of studies for
the State Agency;
Certification of facilities and providers to partici-
pate;
Consul&tion to facilities on standards;
Management of vendor and vendor group rela-
tions;
Development of training and educational ma-
terials.-

In general, California’s title XIX progra is consid-
erably more comprehensive than the Federal Medi-
care program.

The operation of the program has been con-
tracted by the State Agency to three fiscal intermed-
iaries: California Physicians’ Service, Blue Cross of
Northern California, and Blue Cross of Southern
California. The 1 million eligible recipients obtain
medical care from some 50,000 vendors of medid
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services. The vendors of services submit claims to
the intermediaries for payment. The claims are
checked for the appropriateness of the charge for the
service rendered and for the eligibili~of therecip-
ient; if satisfactory, the claim is paid. During an
average month, 150,000 claims are submitted for
hospitalization, nurshg home care, or home health
agency services; 1 million drug claims are submitted;
and .500,000 claims for other medical services, e.g.,
physicians, dentists, osteopaths, chiropractors, op-
tometrists, clinical laboratories, podiatrists, and so
forth.

In some instances the claims forms used are the
Federal medicare forms; and in other instances, are
forms used for earlier programs of medical care for
public assistance, medical care recipients, and medi-
cal assistance to the aged.

Data-Processing Resources

To carry out the Depafient of Public Health’s
responsibilities for processing these data, approxi-
mately $T/g million was budgeted to the Division
of Research, Data Processing Center. One-half of
this amount was for machine rental; the other half,
for staff and miscellaneous costs. Technical staff
included two systems analysts and six programers.
Machine resources available to the Department in-
clude two 7094 systems and the Department’s own
RCA Spectra 70, model 45 compz~ter. The RCA
computer has 65,000 bytes of core storage, 6 fast
tapes (two 7-channel, four 9-channel), a card. read-
er, punch, and printer. Since the fiscal intermedi-
aries process the claims data from the claims and
eligibility records, the intermediaries provide the De-
partment of Public Health with tape files of all
claims paid. Each month this amounts to some 10
blocked tapes of drug claims; 2 tapes for hospital
and nursing home claims; and 6 blocked tapes for

medical, dental, and other vendor services.

Data-Processing Methodology

Because of the volume and variety of data proc-

essing required for these applications, both the
7094’s and the RCA 45 are used for processing
data. The 7094’s with their large core storage and

fast internal computational speeds are used for de-

veloping large statistical tables and tables requiring
extensive computations. The RCA 45 is used for
all work leading to the development of appropriate

tape files in properly sorted sequences and for small
tabulations and reports not requiring extensive com-
putation.
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Tape files required for the 7094’s are not com-
patible with Spectra 70, model 45 tape standards.
The 7094’s require seven-channel tape with partic-
tiar blocking characteristics, which include in some
instances control bits which are unacceptable to the
RCA system. Conversely, the RCA software in-
cludes control data not acceptable to the 7094’s.
Hence, tape files must be prepared in some instances
for both the 7094 and the RCA 45. Other appli-
cations are designed for either the 7094’s or the
RCA 45, but not for both systems.

The most salient characteristics of these applica-
tions relate to the extremely large volumes of the
files involved. Since data from successive months
must be merged, it is obvious that careful planning
is required to minimize sorts of consolidated files,
Also, there is a necessity to develop summary rec.
orals wherever possible to reduce volumes,

Processing Flow

Data received from the fiscal intermediaries come
from a Honeywell 2200 system using seven-track
tapes and from IBM 360 systems using seven- or
nine-track tapes. These tapes are rewritten by the
Department’s RCA system into a nine-track format
with 15 records per block. These data are abstrac-
tions of the records received from the intermedi-
aries which include some data not required by the
Department. The medical and other practitioner
claims are copied in seven-track mode, blocked 30
records per block, according to 7094 systems stand.
ards. This file is then available for use on either
the 7094 or the RCA 45. The hospital and nurs-
ing home file is similarly rewritten for both the RCA
45 and the 7094. The drug fde, the most volumi-
nous of all, is processed exclusively on the RCA
equipment.

The first efforts of the Department were designed
to stabilize the costs of the title XIX operation and
to eliminate unnecessary fiscal drains on the system,
Since the major costs stem from hospital, nursing
home, drugs, and physician services, these opera-
tions were first brought under close scrutiny, While
most practitioners received a fixed fee for the medi-
cal service rendered, physicians were allowed to
charge ‘treasonable and customary” fees. This
forced immediate attention to physician practices
and particularly to those physicias who partici-
pated heavily in the program, Essentially, the job

was to define the amount and type of service pro-

vided by individual physicians to specific recipients.

The medical claims file contained information on
recipient’s identification, including age and se::, the



date of service, vendor identification, the medical
procedure applied according to four-digit code, the
medical diagnoses (ISC, 3-place) for which treat-
ment was given, the amount charged for each pro-
cedure applied, total charges, and claim number.
For each medical procedure, tabulations were de-
veloped by county of the number, the highest cost,
lowest cost, average cost, and the standard devia-
tion of the cost distribution for each procedure.
This report allows for cost analyses through time
to calculate the trend in costs of physicians’ services,
for each area of the State.

Other reports are designed to provide informa-
tion on the pattern of utilization of medical serv-
ices and on characteristics of the practice of indi-
vidual physicians. For example, tabulations are
made of the number of routine followup ofllce visits
claimed by a particular physician compared with his
initial office visits. Since initial visits command a
higher charge, an occasional practitioner will claim
all visits as initial visits, with no routine followup
visits. Also, routine visits are tabulated against
other services, such as laboratory tests, inoculations,
and various specific ofice procedures. Practitioners
identified in such reports as deviating from cus-
tomary patterns of medical practice are individua-
lly identified by type of violation. These indi-
viduals are reported to the fiscal intermediaries who
followup with county medical associations to secure
compliance with accepted standards of practice.
Recurring violations will result in the pfactiLioner’s
being declared ineligible for participation in the
program.

Surveillance of drugs is accomplished by tabula-
tions of the most common drugs prescribed, accord-
ing to volume prescribed to individual recipients by
geographic area. Other tabulations of the drugs
file are designed to study costs and the consequences
of deleting or adding specific drugs to the
formulary.

Hospital, nursing home, and home health serv-
ices analyses are presently limited to such items
as average length of stay and average cost per pa-
tient, by diagnostic condition, by geographical

area, and by type of hospital. The broad analysis
plan was designed by Lester Breslow, M.D:, Direc-
tor of the Department of Public Health, and Henry

Anderson, senior statistician, involved in the title

XIX program. During the past months, Timothy
D. Baker, M.D. (Johns Hopkins), served as a CO~-
stitant to the Department and developed a com-

prehensive program for study and improvement in
the quaIity of care given to title XIX recipients.

There are a number of elements to this program,
such as searching for preventable diagnoses and
notifying the attending physician of steps he might
have taken to prevent the conditions occurring; us-
ing the claims files as case-finding devices for com-
municable disease programs; testing for eventual
hospitalization rates for patients treated by general
practitioners, medical specialists, chiropractors,
faith healers, and other practitioners.

Programing and Problem Areas

Virtually all processing on the 7094 has been ac-
commodated by FORTRAN programing or by a
generalized statistical report program developed by
the Department for processing public health data.
Virtually no Assembly programing has been re-
quired to date on the 7094. Programing for the
RCA 45 includes use of the Report Program Gener-
ator and FORTRAN. The comparable merits of
these two methods must be measured according to
the experience of the programem involved. Inex-
perienced programmers can use RPG more effec-
tively ‘than FORTRAN, while experienced prw
gramers can produce more by FORTRAN than
by RPG. No COBOL has been used to date {11]
either system.

Machine runs on the 7094 often require as much
as 3 hours, and runs on the 45 are expected to ex-
ceed this amount.

At this date, the Department is no more than ~!.5
percent into our eventual workload. Most pro-
grams are still under research to improve the use-
fulness of the output, and the bulk of the program-
ing effort is yet to come. However, it is already
apparent that major attention must remain fo-
cused on problems relating to the sheer volume of
data to be handled. Alternative strategies of large
file management are playing an increasingly im-
portant part in our total systems management. Al-
so, we are impressed with the operating complexi-
ties resulting from involvement with computer sys-
tems of several different manufacturers. Moving

data between the Honeywell, RGA, and IBM
equipment—involving seven- and nine-channel
tapes with varying standards for labels, tape marks,
end of tape, and end of file marks—creates far
more complex problems than does the generation
of any specific report. The operating systems of

the third-generation computers contain some sig-
nificant conceptual differences as compared with
the large scale, second-generation computers. Also,

being new, they do not always perform according
to their design. These are the areas of challenge.
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The Dental Health Sutvev Data Processing
Program i~ VirgiDia

Mr. Charles Derr, Chief, Data Processing,
Bureau of Vital ‘Records and Health Statistics,
Virginia De@atiment of Health

Data processing in the Virginia Health Depart-
ment comes under the jurisdiction of the Bureau of
Vital’ Records and Health Statistics. The Bureau is
divided into three major sections: The vital records
section; the public health statistical analysis sec-
tion; and the data-processing section. The data-
processing section serves = a service bureau for tie
entire Health Department. YOUhave guessed, no
doubt, that I M not public health trained or
oriented. Unfortunately, most of the personnel in
the data-processing installation in Richmond came
to us from private industry; therefore, we depend
to a large degree on the public health statistical
section for background information regarding our
vtious programs and in our dealings with the
various program directo~.

We currently have an IBM 1440 data collection
and processing system installed in the State Health
Department. This system is composed of the 1441
central processing unit tith an 8,000-character
memory, 1442 card read punch, 1443 line printer,
1447 console typewriter, two 1311 disk drives, and
two 7335 magnetic tape units. We also plan to in-
staI1 the 1232-534 optical mark page reader in
Jdy of this year.

We selected the 1440 data-processing system be-
cause of its flexibility md the fact that it is a rather
inexpensive memk of getting into data processing.
We are performing quite a few programs on the
computer in the vital records area that require more
than the 8,000 Positioti of memory. In order to
accommodate programs requiring excessive memory
and to produce some of the rather large tables re-
quired in the vital records area, we use our disk
&ves as auxiliary memory and will quite often take

advantage of the fact that the random access de.
vices can provide us with an additional 2 to 4 mill-
ion characters of data or memory on line if neces-
sary.

At this time, we are physically separated from the
rest of the Health Department which is rather in-
convenient. We will move into the new Health
Building in July 1967, and we plan to install the
system 360, model 30, which will be a configura-
tion similar to the one currently installed, we do
plan to beef-up the new system if at all possible,
since Medicare and some of our proposed activity
areas will result in multiple shift operation if we
keep the configuration we now have.

Some of the activities we are now processing on
our equipment are birth, death, fetal death, mar-
riage, and divorce records and statistics. These
include the monthly, quarterly, semiannual, and
annual reports and indices. We also perform many
administrative tabulations, special studies, and mis-
cellaneous reports. We are processing the nurse
and sanitaria activity reports for the Division of
Local Health Services in our section. These repo~
will be processed on the 1232-534 starting in July.
We feel the switch to the optical mark page reader
for this type.of processing is necessary to reduce the
workload in the key-punch section sufficiently to
absorb the extia workload we anticipate with title
XVIII (Medicare). We also process clinical re-
ports and tabulations for the Division of Local
Health Services and special reports for the Bureau
of Maternal and Child Heal&.

The data-processing section also has responsibility
for the production of the State and Federal reports
for the 14 programs now being handled by the
Bureau of Crippled Children. I will not attempt to
name all of the programs; but, to give you an idea,
*me of the programs are seizure control, facial
deformity, congenital heart, orthopedic, and rheu-

*
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matic fever. The data used for processing the many
reports for the Bureau of Crippled Children are now
stored in punchcard form. We plan to switch the
crippled children data collection and processing to
magnetic recording +edia during the latter part of
1967.

The data-processing section will also begin proc-
essing work in Jtiy 1966 for the Division of Local
Health Services’ home healti care section. To be
more specific, we plan to process billings to the
Social Security Administration for Medicare pa-
tients and will be processing dl billings to Medicare
and non-Medicare patients receiving home health
care visits as related to title XVIII. Cost account-
ing and related statistical reports will be tied into
this operation.

Other activity areas now being processed in part
and due for expansion in the future include tuber-
culosis case reporting, communicable diseases, epi-
demiology, and chronic disease reports and case
registries.

Some of the projects we plan to process in our
section in the not-to-distant future include per-
sonnel accounting, medical examiner reports and
statistics, alcohol studies, inventory control, prop-
erty accounting, and the many related industrial
hygiene and specialized environmental health
activities.

The activi~ of primary importance today deals
with our involvement in the Dental Health Su~ey
Program, and I shall devote the rest of my presenta-
tion to this activity area.

The Division of Dental Health in ,the State of
Virginia continues to fight Virginia’s most wide-
spread disease, dental decay. A staff of 45 full-time
public health dentists ii utilized to provide den&l
treatment for the geographically isolated and med-
ically indigent children of the State, as well as
patients who are chronically ill. The Division con-
tinues to give special emphasis to the following
public health dental programs: To support and
carry on programs of fluoridation of communal
water supplies and topical applications of phosphate
fluoride; to emphasize dietary control of caries; and
to perform examinations and make referrals for pre-
school, elementary, and secondary school children.

Dental surveys have been conducted in many
counties and cities to sectire baseline data on school
children of prefluoridation and fluoridated areas.
The Division of Dental Health, in cooperation with
the Medical Society of Virginia and the Vir@a
Dental Association, is conducting the Virginia,Oral
Cancer Control Program. ,

The Virginia Dental Association has approved
the expansion of the public health program to pro-
vide servi$es to maternal and ctild, health patients
whenever dental facilities are contained in the local
health department. The Dental Division, in co-
operation” with &e Bureau of Crippled Children,
hopes to expand services to the mentally and physi-
cally handicapped children throughout the Com-
monwealth of Virginia. There are now better than
300 such cases under treatment in this cooperative
program.

We, feel progress has been made toward the long-
terrn goal of developing and maintaining public
health dental programs in each health district, in-
creasing the number of permanent public health
dentists, and improving operating facilities. ~-
ports being produced in the data-processing section
have provide-d -timely and ~aluable information to
the Dental Dlvlsion’s education supervisor, allowing
hlm to provide consultation and other services to
public school personnel and the many interested
community organizations. Virginia ranks fourth
in the Nation with 84.1 percent of the total popula-
tion utilizing public water supplies and drinking
fluoridated water.

Materials developed for conduct of ~e dental
health survey data-processing program include: (1)
Program definitions together with limit and con-
tinuity checks performed during the processing
operation; (2) key-punch instructions for punching
the various spread cards; (3) source document
(DH–1203 ) used by the public health dentist .to
record findings from examinations; (4) general and
detailed flow charts and card and disc storage lay-
out sheets; and (5) reports with &eir related control
totals on findings. Copie5 of these materials are
available on request from the National Center for
Health Statisti~.

The Dental Health Survey Program is simple,,yet
typical of, the many small surveys data-processing
installations are called upon to perform. : This sur-
vey was placed on computer equipment to facili-
tate limit checking, cross addition, columnar addi-
tion, as well as. the development of averages and
percentages. Since this survey is repetitive in na-
ture and will be used for comparisons, the reduction
in errors, coupled with the fact that we cafi produce
hard copy in a form acceptable for use without
retyping, has resulted in enough clerical ‘savings to
justify the cost of processing on computer equipment.

Surveys of this type can be made as sophisticated
as your needs dictate o; can be as simple as you wish.
The cost of producing satisfactory hard copy must
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be foremost in our planning, and with this thought annum. Since the exact configuration on the sys-
in mind we can easily switch back to the unit record tern 360 is not firm, I can only estimate the cost. It
concept if we cease to retize a payoff with the pres- will range somewhere between $81,000 and $180j-
ent system. 000 per annum, depending on the extent we feel

In conclusion, I might note that the cost of necessary to beef-up the system. We will be happy
the 1440 system runs approximately $64,000 per if we get into action around $120,000 per annum,

.

Central Tuberculosis Case Register in
New York State

Mr. Harold Gottheirn, Ofice of Electronic
Data Processing, New York State Department
of Health

The office of data processing of the New York
State Department of Health is a new office created
last October. We area staff office reporting to the
First Deputy Commissioner. This is the only way
we feel we can function as a true service bureau to
the entire Health Department. Our interests, there-
fore, go beyond vital records and vital statistics and
provide services for a many faceted operation that
includes our environmental health programs.

The office of data processing has punchcard
equipment at the present time and utilizes the com-
puter services of a central State agency, the Office
of General Services. We are presently utilizing an
IBM 701O–8OK, with a 1401 for input and output.
However, the Office of General Services is about to
place an order for a 360 model 50 to be delivered
in the spring of 1967 and a 360 model 30 to be
delivered later this year. The Central Tubercu-
losis Case Registry consists of a number of programs,
most of which are written in COBOL. When we
make the switchover from the 7010 to the 360, we
hope it will be with the minimum of reprogramming
effort.

The Central Tuberctiosis Case Register has been
established to provide a single integrated computer-
based system for the collection and processing of
data on aU active TB cases and their contacts; to
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have a systems capability for providing local health
agencies and the New York State Department of
Health with information related to periodic re-
quirements for summary data as well as regular
followup procedures for active TB cases; to provide
simple and effective liaison between local health
agencies in upstate New York in order to keep track
of cases moving from one local jurisdiction to an-
other; and to provide a machine-processible file
which can be compared with other vital records
files in order to produce various correlations and
other statistical manipulations for research pur-
poses.

The generaI systemsdesign and data requirement
were defined by various staff members of the Divi-
sion of Chronic Disease Services in cooperation with
the Office of Electronic Data Processing, New York
State Department of Health. The detailed systems
design, forms design, and computer programing
were done by Mr. Michael J. Reedy, senior com-
puter pfogramer.

Our program is still in the early phases of develop-
ment. We have not received the first live data yet,
but the programs have been written and tested with
test data. In order to create a registry file, informa-
tion will have to be taken from the files currently
in use at the local health agencies. The earliest
data available for each case on file will be extracted
along with the most up-to-date data.

We are now in the process of moving
areas for a pilot study; for this purpose,

into our
we have
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chosen one district, one county, andone city health
office. Personnel from the central offices will visit
these a%encies to pickup basic information to start

the file. Forms will be completed on cases already

in these local registers, together with new cases as
they enter their systems. The agencies will also be
~askedto report status changes, examination results,
and other pertinent information necessary to keep

the central registry up to date.
At the conclusion of the pilot program, when the

entire local-State system appears to be operating
satisfactorily, all local health offices will be invited to
participate in the central registry program.

The first part of our systems flow chart is given in

fiowre 1. The physician fills out a form notification

card (TB-1 ) which is sent to the city, county, or
district health oficer. This information is used to
complete a more detailed form, (TB-32 ) for a fol-
lowup visit by the person to the clinic or a home visit
by the public health nurse. These reports serve as
a basis for the local health department to complete
the registration form, TB–9 (see fig. 2) which has
been designed in a form suitable to electronic data
processing for extraction of required information.

In the identification section of the form, we have
such items as name, address, social security number
(for the numbering system and linkage problem),
occupation, marital status, and origin. The form

also provides information on initial examination
results, initial chemotherapy data, initial medical
supervision data, and cases reported after death.

The TB-9 form will be used initially to extract

information from the local files currently in use and,

later, to register newly reported cases, TB suspects,
and tuberculin reactors. For these registrants it

will only be used once.

When registering contacts, however, it may be
used twice; lonce when a newly reported case re-
ports a contact and again either when the results
of ‘that contact’s initial examination are received

or when it is decided to remove the contact from
the files without followup. Space for contact
identXcation, including name, sex, and probable
race, is given on the reverse side of the TB-9 form.

The initial case is considered to be +e index
case. Once the initial data have been collected and
the TB-9 forms completed, they will be transmitted
to the central office for editing. TB control per-

sonnel till examine the documents for obvious er-
rors, code certain items ~f information, and assign
identification numbers to newly registered patients.
The erroneous data will be corrected either by tele-

phone or by written request. The edited forms will
be transmitted to the key-punch section of OEDP
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Figure 2

CENTRAL TUBERCULOSIS CASE REGISTER
REGISTRATION

. IDENTIFICATION DATA
(1) 1. La;, #am, (9-21) First Name (22-29) MI (30) 2. Soc. Sec. NO. (31-39) 3. ONI., Code (40-43) ?

A I
4. Pre.entwss . Street (+4-64) City (65-30) (1) State (9-12) County (13-21)

B
5. F~mcrA~as Street (22-42) City <43-58? Stite (59-6?)

6. Bkth 9. Origin (79)
Date

Puerto
[lOWhlte (2BNogrc. (3)0 Itiian (4)0 Rica” (S)a Othe,

(1) 10. Pbce.af Birlh City (9-24) S,,,. (25-28)

c
13, EmplOymen, Status (32)

l)HEmpl.yed (2m UnamplOyed (3) flRet.

14. Current OccupatiOn (33)

(l) OAdminisUative & Pr.fessi.annl 12) a Technlcal or Skilled (3) O ?eml-skill,d or Unskilled (4)8 Other (5) OH.U.C.WW.

15. TyPc of Industry (34) 16. R.cel.. SOclal Welfare (35) 17. Resis,,ant Stat”% (36)
(1 ❑ ti”dactwhg (3)0 %-ice Tuberculln
\2 ❑ AG1cukue (4)U Other (1)0 Yes (2)U NO Iac=.. (Z)o%spect (3)oc.ntact [4)0 Reactor (5)0 Dead

18. Index Case: La,t N,rne (37-49) First Name (50-S71 MI (58) I sex (59) I Identification Number (60-66)

Relationship (73} ExPosure t.a Tb (74)

(67-72) (I)a Household (2)Q School o, Employment (3)~ Otha,

S AND DIAGNOSIS
(1) 1. Dot, 2. A,tivltyof Disesse (15)

D (2) ❑ C21ies.e”t (3)0 Inactive (4) # Undetermined

3. P“lmoury Tb-Ext,nt (16) 14. Resection arS.rglcal CO1la$.se (17> 1
1)OM3nim1 (Z)g Mcde~te. (3) OF., Advnnced (4)H Prim.ryTb (5)0 Other I (l)OY*S (2) o Ne

S. Extrap”hon,,y Tb-Locat40n I (f8-19) I

:1)0 Group survey (2)0 Hospital Admis,l.. (3)0 *mptoms (4)n ‘rb C.ant,cv (5) B Chock-up (6)0 %krculin Te,NnE P,og,am

71 H1,t0,y of Tb (21) 3. u y.,, from: m.. yr. to: m.. 9. Date of BCG(3 C-35) 1111m..da. W,

(1) a Yes (2)# No dat,, (21-25) (?6-29) (9)0 Not given (30)

INITIAL EXAMINATION RESULTS

Laboratory L. Date
RPorted

ma. da. Y,. 2. TYQ. .af E%em (42)

Specimen

3. Result (43)
(1)0 sputum

(36-11) (210 Gastric f!~~%~~.’F’ ~~)~~ (3)OA*,P1==* (5)clNeE,p..tor.N..(4)ONOt Examined(60Nc.t Reoelvsd
1. Date m.. da. yr.

X. Ray Reported
2. c.vlty-Pcesent (50)

(44-49)

1. Date m.. do. yr.
Skin Test

P..=ly;;d

2.Tyw OCExam (57) 3. Result (58)

(l) OTine

I. Ha, Reglmem been ~e,c, ibed (59] 2.1, Regltr.e” bel”g followed (66) 3. Kn0,,ea30m (67)

1.1s Patient u“der PHN (l)o Yqs 3. Next vi.ltto Physlcisn due

supcrvls%.m (68) (zjo NO (69-74)

(1) ,4. HOSpNalizaNOm ReQmnmended (9) S. Ho,pltalization Re[used (10) 6. Hospital Admission

E (l)nres (2~~Ni (1)0 Yes (2) O NO

7. Name .af350spita1 (17-23) 9. Rea,onfor Disoh,r.3a (30)

(24-29)

CASES REPORTEO AFTER OEATH
t. C,tifflcate Numtir (31-36) 2. D,te of Denth .(37-42] m.. da. W. %Tb Prl~,y Or CO”trlbuto,y Cause (43)

I (1) o Primary (2) D“Cc.ntf ibutery
I

Prepared b~ Date:

Address~
Institutiw Post Office;

Th 9 (4/66)
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Figure 2—Continuecl ,

CENTRAL TUBERCULOSIS CASE REGISTER

CONTACT IDENTIFICATION

CONTACT INFORMATION

SEX SUPERV1S1ON

No. (1) SURNAME (2-14) GIVEN NAME (15-22) Ml (23) (24) RACE (25) DISCONTINUED (26)

1 1 D

2 1
Ci

~3 1
c1

4 1
c1

5 1
•1

t

6 1
u

•1
17 1

8 1 c1

}
9 1 ❑

10 1
n

11 1 c1

12 1
•1

13 1 0

14 1 ❑

15 1 n

*
INOEX CASE INFORMATION*

1. SURNAME (27-39) GIvEN NAW(40-47) M1(48) lDENT. NO. (49-55) SEX (56) DFFICE cODE
“R=H74::2) (63-66)

d..

k Fill in index case information only when it is not supplied on reverse side.

information reported under “Rote” should be one of the following:

White, Negro, Indian, Puerto Rican, other.
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where the data will be transferred to punchcards.
The cards will then be forwarded to the OEDP
central office for computer processing.

The initial data will be transferred from punched
cards to magnetic tape. The magnetic tape file
will be sorted by identification number, and the
resultant output will become the Case Register His-

tory File. The History File will then be processed
by a computer program wherein only the identifica-
tion data and most up-to-date medical data will
be extracted. The output of this program will

become the original Master File.
Two monthly reports to the field, as noted in

the systems flow chart (fig. 1), are printed out for
distribution to each participating health agency.

The first of these monthly reports, “Notice of Reg-
istration,” sorted by agency code, lists newly Gas-
signed identXcation numbers for all patients reg-
istered in the previous cycle. Each participating

health agency will be asked to use the identification
number on all reports pertaining to registrants.
An example of this type of report is given in figure
3. We are assigning our own number in every case.
As each new registrant comes in, our central TB

control office assigns a TB case identification num-
ber. Social security numbers are also used when-
ever these are available. We realize that people
move from jurisdiction to jurisdiction. In so doing,

they may or may not indicate to the new area that
they have been in the system before. To check on

previous records, we will first search by social se-
curity numbers; in instances where no matches are
made, we will check on such characteristics as alpha-
betic name, date of birth, sex, and race in further
efforts to identify cases that have been in the sys-
tem before.

The second type of monthly listing will show all

patients who are scheduled for examination dtlring
the following monthly cycle. The schedule will
be based solely on the information previously sub-
mitted by the local agencies and will be the latest

available at the central registry. In addition, we

will provide separate listings of contacts by initial
or index cases that have not been reported as exam-
ined when the monthly schedtde is issued. These
listings will give names of persons aa noted on the

reverse side of the TB-9 form. Centrally, contact
information will be kept in a separate file until the

TB-9 registration form is received. The record

will then be added to the registry Master and
History Files.

There may be times when it is desirable to re-
move a record from the contact file and either not
examine the contact at all or give a very quick

examination which shows that the individual is not
likely to have TB or to be a TB suspect. In tfis
case, the contact is again reported on the reverse
side of a TB-9, a box labelled “supervision discon-
tinued” is checked. and certain items of index
case information are entered.

Figure 3

STATE OF NEW YORK

c~]TR,~L Tu~E:<cuLosIs cAsE REGIsTER

AGENCY - CLIt~TON CO.

IDENTIFICATION P:UM~ERS WAVE BEEN ASSIGNED TO THE FOLLOWING REGISTRANTS

NAME D/o/B SEX CLASS SOC SEC M IDENTIFICATION

ME JOHN w 08/10/36 M CONT 315’-%1-9%19 0000147

~ESMANN JOW x 07/M/51 M TB 0000141

DOESINSKI JEAN P 31/22/43 F SUSP L14-111-41114 0000%48

ROE JANE R 33/20/98 F TB 331-%3-3%31 0000%2

ROEVER JULIE P 04/10/29 F TB” 00003145
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Figure 4
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Continuation of our systems flowchart is shown

“current status report” is not received during thed
monthly cycle following the period in which the
examinations were scheduled, a notice of overdue
reports will be prepared for transmittal to the
agency concerned. The notice will be repeated
each month, each cycle until a report is received,
the examination is rescheduled, or the registrant is
removed from medical supervision.

Our data-procesing flowchart is set forth in figure
6. As the TB-9 and TB-10 registration forms are
received in the central ofice, the data will be edited,
key punched, and transferred to magnetic tape.
First runs are directed toward detection of errors for
correction and sorting of records by identification
number and alphabetic card code. The next run,
edit and split, is quite detailed; edit checking prints
out a list of error areas which go back to TB control
and then makes a split between contacts and cases.
Every case with any relation to the contact file is in-
cluded in file 55005A. All others, both registra-
tions and followups, will split off to file 55005B.

Run 55007 is a sort of contact records by alpha-
betic name; our contacts have not had case numbers
assigned to them and, therefore, are sorted on alpha
by complete name. The Contact Master contains
the names and index case numbers of all those
people who have been examined to date. In run
55009, update Contact Master, the transaction file is
matched with the Contact Master File. Previously
registered contacts, about whom no medical infor-

mation is yet available, are retained on the Contact

in figure 4. The local health officer acts as co-
ordinator on schedules for examinations, reports
of findings by clinics, notices of admissions and dis-
charges by hospitals, and cause-of-death informa-
tion on death certificates. The current status re-
port, TB-10 (fig. 5), will be used to report status
changes, examination results, and other pertinent
information necessary to keep the central registry
up to date. This form contains the identification
number previously assigned when the case was
‘Registered” and, hopefully, this will begin to elimi-
nate the linkage problem. These reports come into
the central ofice, are key punched, go through com-
puter processing, and generate again the monthly
cycle of reports. Other reports issued monthly to
local agencies include a listing of those registrants
whose information is either incomplete or incon-

-..

Master. Copies of these records are written on tie
contact report file. Previously registered contacts
for whom reports are present are removed from the
Gontact Master File. Newly reported contacts are
placed on the Contact Master File. Transactions
for which no master records are present are deleted,
written on the error file, and later printd.

Run number 55013 updates Master and History
Files for all registrants. A complete, chronological
record of all reports received from the participating
health agencies will be kept on the Histov File. Its
purpose will be to answer inquiries concehng indi-
vidual registrants, provide data for research projects,
and maintain a ledger-type record for each
registrant.

Maintenance of the History File will enable the
Master File to carry only a single record for each
registrant, thereby allowing a certain amount of sim-
plicity in processing. Most of the processing is
against the Master File.

In updating, the transaction file is matched with
the regist~ Master File. All master records for

221



Figure 5

,,

CENTRAL TUBERCULOSIS CASE REGISTER

CURRENT STATUS REPORT
t

lDENTIFICA~lON DATA
(1) 1. N.me (1.sc) (first) (M) 2.1dentlfl,, tion N.;. (2-8} 3. B1,thdate (9-14) 4. S... see, Ne. (lS-23 5, 0111.,

J I I
(24.z7

m.. da. Y,.

EXAMINATION RESULTS

Lab.arot~ry
1. Date 3. Result (35)

Specimen
reported .(370 n. .Xpctm.zlo”

(6)U not,ecelved

1. Date 3. Comperi$ onwith Fevio.s film Indloat.s
X. Ray

(43)

reported
l) DR.sre%.lon (Z)p Progression (3)o No change

1. Date
Ski. Test (l) OTine (2) DHeaf (3)0 ~”to”x

CHEMOTHERAPY DATA

1.H.s re~im,n bee” ~,esc,ikd (53) Z<lsreglmen heingfollwed (65) 3. N.., reason (66)

(1)0 Yes (2) O No ;ompleted (59.64) (1s Yes (2) O No
~;~ $Wty K]: ~:ytiv.

I

EDICAI SUP ERVISION DATA
1. 1s patient under PHN ~l)e ~= 2. Next clinic m.. 4. Ho, P1tal recommended (80)

S“P.WiSiO” (67)
(2)0 No

visit due (68-73) (1)0 Ye. (2)~ No

(1) 5. HosPital refused (9) 7. 3fo,P1tal discharge date me, d..

K - (1)0 y== (2)0 No
(10.15) J16-21)

[
8. Reason for discharge (22) - 9- Name of hosPItal
(l)D Max. Ben.

(23-29)

(2)0 transfer
~]:~~’ [:~ $Ia:;,ll”ar,

CLINICAL STATUS
1. Registrant cIessKIc.ti.an (30)
(1)0 C.,,

2. Actlv,ty of disease (31)
(3)0 mt.c,

(2)0 suspect (4)0 tuberculin ,MC, C,, (5)0 dead 1)0 active (2)0 quiescent (3)0 Jns-ctive (4) o undeta,m{ndd

3. Pulman.sry ~-extent (32) 4. R.s,cticn or surgical collapse (33)

(l) Omi”itil (2) a moderate (3)E far od”aqced (4)0 primary tb (5)0 other (1* Ye. (2)~No

5. ExuaP~lmona,y Tb-lc. catlo”

(Specify)

(34.35)

,

REPORT OF OEATH
1. C,rtUGate No. (3641) 2. Date of death (4247) 3. Tb primry or .o.Irib.torr cause (48)

I I I I (1)0 primary (2) m mnt,lbutmy

I
1

MEDICAI sUP ERVISION DISCONTINUED
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which there are no transactions are examined for
visiti due or overdue and exception criteria. All
master records for which transactions are present
are first updated and then checked for visits due or
overdue and exception criteria. All transactions
for which there are no master records are checked
to ensure that they are registrations. If so, master
records are built. If not, an error message is writ-
ten on the report file. All accepted transactions
are added to the History File.

In Run 55016 the contact report file is sorted to-
gether with the registry report file by office code,
transaction code, and name. Run 55019 is then
made to print reports by local offices.

Every 3 months, the most up-to-date History File
and Gontact Master File will b reproduced to pro-
vide security files. The duplicate files will be stored
in a convenient location, away from the original
files. In addition, copies of the transaction files will
be similarly stored. These measures will enable
the central registry to rebuild all files and continue
operations in case fire or a similar disaster destxoys
the current files.

The primary thought on this entire setup was this
monthly operational procedure to allow the central
office to c~llect all these data it needs for reports
and also to generate these followup procedures.
We have been able so far to determine some of the
statistical reports and analyses which we will want.

The central registry will annually produce the
following reports :—

1. Newly reported tuberculosis cases and rates per
100,000 popdation, by county.

2. Newly reported tuberculosis cases and rates
per 100,000 population, upstate cities over
25,000 popdation.

3.

4.

5.

6.

7.

8.

9.

10.

Newly reported tuberculosis cases and rates
per 100,000 population, by county exclusive of
cities over 25,000.

New active cases of tuberculosis reported by
age, race, sex, and type of disease.

Newly reported puhnonary tuberculosis cases
and rates per 100,000 population by age, sex,
and race.

Newly reported puhonary tuberculosis cases
by extent of disease.

Tuberculosis deaths and rates per 100,000 popu-
lation, by county.

Tuberculosis deaths and rates per 100,000 popu-
lation, upstate cities over 25,000 population,

Tuberculosis deaths and rates per 100,000 popu-
lation by county, exclusive of cities over 25,000
population.

A general table showing the number of patients
on drug therapy, total resident deaths f;om TB
and total resident deaths of TB patients from
other causes, total of newly reported cases of
TB in upstate New York.

In order to produce reports 7,8, 9, and 10, above,
the Central TB Case Register Master File will be
crosshatched with the vital records death file,

The central registry will have the facilities to pro-
duce certain statistical reports on a timely basis as
well as annual. The exact nature of these reports
is presently unknown. They will be produced in.
dividually, upon request of the TB control pro-
gram or participating health agencies.

This then is the basic description of our EDP
system in its application for the Central Tubercu-
losis Case Register. Questions on phases of our
operations as well as requests for additional infor-
mation will be welcomed.
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First Session—Fertility Statistics

In structuring sessions of the workshop, the subject of fertility
statistics was presented in the first session with papers by Dr. Kiser
and Mr. Campbell, a discussion of these presentations by Mr. Siegel,
and a paper by Mr. Hiller, followed by comments and questions from
participmts. As an introduction to the first msion, Dr. Kiser com-
mented on the new emphasis given to fertility measurement in the
field of public health. He noted that this emphasis is accompanied
by increased interest in factom related to fertility, such as migration.

Status of Research on Fertilitv in the
United States

Dr. Clyde V. Kiser, Senior Member,
nical Stafl, Milbank Memon”al Fund

Tech-

The subject of fertility probably has been studied
as much as, if not more than, any other facet of
human behavior during the p~t 10 years, especially
in the United States. Despite this, there are im-
portant gaps in our knowledge of the determinants
of human fertility in this country, and we are still
largely in the dark even about levels or trends in
fertility in large -as of the world.

I shall try to summarize briefly the outstanding
gains in research in fertility during the pmt decade
and to discuss briefly the gaps in our knowledge as
I see them. In this we shall be concerned mainly,
but not altogether, with the United States. In the
world setting the great increase in population
brought about by the sharp declines in mortality in
the underdeveloped areaa has stimulated the search
for ways and means of bringing declines in fertility.
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There have been various stimuli to research in
fertility since World War II. In the United States,
the unexpected volume and persistence of the baby
boom provided a belated stimulus to research.
That the demographers were caught off-base by tie
baby boom is an indication of (a) the inadequacy
of existing techniques of analysis and (b) the failure
to predict, or even to detect very early, the changes
taking place in patterns of marriage and reproduc-
tion and changes in attitudes toward marriage and
family size. Even after wme of these changes were
detected, their significance was minimized.

However, a belated effect of the baby boom in the
United States was that of causing students of popu-
lation to examine some of the existing me=ures of
fertility and research techniques and to try to find
better ones. The net reproduction rate was one
of the first fatalities of this critical examination.
Developed by the late Alfred J. Lotka in the middle

twenties, the net reproduction raw simply pur-



ported to indicate the rate of increase per generation
implicit in given setsof age specific fertility and mor-
tality rates(1). However, it was misused rather
blindly and uncritically as an instrument for popu-
lation projection. In a sense, it was the old story
of using a projection model as a prediction model.

Thus the users, including some of the best demog-
raphers, failed to appreciate that births and mar-
riages for a specific calendar year might be wholly
unrealistic of what happens to a cohort of women
passing through life. Thus, because of both im-
proved economic conditions and the impending
threat, of military service for single men, there
was a rash of marriages and first births during
the early forties. At the 1944 Annual Meeting
of the American Public Health Association, the
late P. K. Whelpton demonstrated that if the age-
specific rates of first birth occurring in 1943 in the
United States were applied to a cohort of women
passing through the reproductive period, some 109
percent of the women would have first births(2).
This, of course, was an impossible situation because
a woman could not have more than one first bwth.

This finding set Whelpton off on his series of
studies of trends in cohort fertility and his elabora-
tion of methods of assembling, analyzing, and inter-
preting cohort fertility data. It resulted in books
and articles by Whelpton and others on cohort fer-
tility and a realization of the importance of data
on cohort fertility for an understanding of what is
taking place in fertility trends.

Norman Ryder has contributed in this field by his
differentiating of cohort fertility and period fertili~
and the interrelation between the two variables.
This ~erentiation was emphasized in a recent re-
port of the Subcommittee on Fertility Measurement
in its assessment of the meaning of the downward
trend in the crude birth rate in the United States
since 1957 (3). This downward trend is observed
for age-specific and order-specific fertility rates as
weIl as for crude bifi rates. There is no doubt
about the existence of a decline in the period fer-
tility rates. Furthermore, we can say with some de-
gree of assurance that the decline in period fertility
rates resultsin part from the cessation of the previous
trend toward younger age at marriage. Probably
also involved is a decline in completed cohort fer-
tility-i.e., the recent cohorts of women probably
will have fewer children m they pass through life
than did the immediately earlier cohorts. The evi-
dence for this is based largely on the data regarding
“number of children desired” and “number of chil-
dren expected” obtained in the Growth of American

Families Study. Thus, young women in the 1960
Growth of American Families Study on the average
wanted and expected to have fewer children than
did the young women in the 1955 Growth of Ameri-
can Families Study. On the other hand, in a re-
cent unpublished study David Goldberg expresses
the opinion that the dramatic changes in the United
States birth rate are related to cohort shifts in the
postwar trends in proportions marrying and the
timing of their births rather than a major change in
completed family size among married couples (4).

The Growti of American Families Studies and
the Princeton Fertility Studies themselves represent
efforts at improvement of surveys designed to collect
basic data of possible use in the interpretation of
trends and dfierentials in fertility and, hence, ulti-
mately useful in population progression.

The Growth of American Families Studies have
been efforts to collect data regarding fertility, steril-
ity, and family planning at 5-year intervals from
national samples of women and married women
18–39 years old. Featuring questions on number
of children expected during the next 5 years, the
Growth of American Families Studies provide com-
parisons of what women say with what they do
with respect to childbearing within a 5-year period.
It is true that the same women were not necessarily
interviewed at the 5-year intervals. However, the
same types of women were interviewed and the com-
parison of number of additional children expected
during the next 5 years among women 20–24 years
old in 1955 with the number of &ildren the women
actually bore during the preceding 5 years among
women 25–29 years old in 1960 revealed an inter-
esting result. The reliability of data on expected
number of children was rather low on the basis of
the experience of individual women. However, the
averages were quite close. Stated in another man-
ner, the distribution of women by number of chil-
dren expected differed from that by number actu-
ally produced in 5 years, but the average number
of children expected proved to be close to the
average number experienced during the 5-year
period in question.

The 1955 Growth of American Families Study
was carried out jointly by the Scripps Foundation
and the University of Michigan, and he aufio~
were P. K, Whelpton, Ronald Freedm~, and
Arthur Campbell. The 1960 study was carried
out by Scripps Foundation alone, but with the
sampling plan developed by the Sumey Research
Center of the Univerriityof Michigan. The authors
of the recently published repo~ were Whelpton,
Campbell, and Patterson. The first two studies
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were financed largely by the Rockefeller Founda-
tion (5).

The National Fertility Survey of 1965, directed by
C. F. Westoff and Norman B. Ryder with funds
from the National Institute of Child Health and
Human Development, made a special effort to esti-
mate the prevalence and effectiveness of the new
contraceptive pill. According to a recent news re-
port in the New York Times, the survey “indicated
that 56 percent of married women under 20 were
using or had used the pill. Among non-Catholic
college graduates under 25, 81 percent of those mar-
ried were pill users * % *.

“Doctor Ryder and Doctor Westoff found that 21
percent of Catholic wives under 45 were pill users.
This compares with 29 percent of non-Catholic
wives (6) .“

There has been a rumor in the tir that the
National Center for Health Statistics may assume
responsibility for future surveys of the Growth of
American Families type. The possibility may be
discussed further by Mr. Campbell when he takes
the floor.

A companion study of GAP has been the Prince-
ton Fertility Study. This is a longitudinal study
in the rd sense in that it has been concerned with
following the couples through time in an effort to
discover some of the social and psychological cor-
relates of fertility. It began with a sample of about
1,165 white women living in 7 large metropolitan
areas who reported their second birth during Sep-
tember 1956. They were first visited in 1957 by
women interviewers who collected from them a wide
variety of information regarding history of preg-
nancies and family planning practices, total number
of children wanted and expected (including the
existing two), and a number of specific questions
pertinent to given social and psychological variables
presumed to be related to fertility. The analyses of
these data resdted in the book by Westoff, Potter,
Sagi, and Mishler, “Family Growth in Metropolitan
America” published by the Princeton University
Press in 1961. The second round of interviews was
carried out in 1960. In this case, an important de-
pendent variable was the actual number of third and
later births and pregnancies occurring during the
preceding 3 years to the 905 women located and
interviewed in the second round of visits. This
restited in the book “The Third Child” by Westoff,
Potter, md Sagi, published in 1963 by the Princeton
University Press.

Although the Princeton study failed to add sub-
s~tially to our knowledge of psychological factors
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related to fertility, it provided some illuminating
data regarding differentials in fertility by religion.
Collectively, the Princeton Fertility Study, the GAF
Study, and the Detroit Area Study (7) provide
strong suggestions that the higher fertility of Catho-
lics than of non-Catholics cannot be explained
simply by the less ffequent or less effective practices
of family planning. The Catholic couples appeared
to want larger families than the non-Catholic
couples. Data from these and other sources suggest
that the gap between Catholic and non-Catholic
fertility has widened in recent years because of
relatively large increases since 1950 in the fertility
of Catholics than of non-Catholics in the United
States.

We might now mention a few of the outstanding
resultsof the monograph on fertility during the 1960
census period being prepared by Wilson H. Grabillj
Arthur Campbell, and myself as one of the APHA
series of monographs on vital and health statistics.
Like the differentials in fertility by religion, those
by color have become larger since 1950, This has
been due to the especially marked increase in the
fertility of nonwhites since 1950. In contrast, there
has been a narrowing of differentials in fertility by
urban-rural residence, by broad region of residence,
and by socioeconomic status, especially among the
whites. In particular the work of Wilson H. Gra-
bill should be mentioned. He has not only contrib-
uted heavily to the two monographs on fertility but
he h= carried the res~onsibfiity of processing dif-
ferent types of fertility data to make them amenable
to dfierent types of analyses, Examples have been
his processing of the household rosters to yield data
on intervals between births, his processing of data on
children under five years of age, and his use of fer-
tility data in experimental population projections,

At the outset, we noted the stimulus to research
created by the high fertility levels in underdeveloped
areas of the world. As a consequence, there has
been a great increase in research on two fronts (a)
the physiological or medical aspects of fertility and
(b) the so-called KAP (knowledge, attitude, prac-
tice) studies of family planning in underdeveloped
axeas. Both types of research have been supported
substantially by U.S. foundations, notably by the
Population Council, and also increasingly by the

governments concerned. A recent landmark of re-
search in these two fields was the publication of the
proceedings of a conference held in Geneva in 1965
on family pIanning and population programs (8).

The research on the first front has resulted h the
oral contraceptive already discussed. Although this
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device is still rather expensive for people in under-
developed areas and requires a rather high level of
motivation, it is in some respects an answer to the
dream of those who 20 years ago said, “if we only
had a pill.” Although the pill must be taken 20
consecutive days per month, the method has the
distinct advantage of being unrelated to the sex
act.

The intrauterine device (IUD) also has this
marked advantage. Except for the initial cost of
insertion, the expense is virtufly nil. For these
reasons, the IUD has been acclaimed by some as
providing the answer to the need for a safe, inex-
pensive, and acceptable contraceptive device for the
underdeveloped areas.

The intrauterine device cannot be claimed as the
product of any recent. sustained and expensive re-
search, It fell almost like manna from heaven.
Although the large foundations were quick to realize
its potentialities, to improve it, and to devise ways
and means for rapid manufacture and distribution,
probably none can honestly claim credit for its
actual appearance. Whatever its source, there is no
doubt that the IUD represents a great gain in the
present state of family planning.

Furthermore, the increasing interest in demo-
graphic matters on the part of governments, inter-
national agencies, and even the Catholic Church
is a definite positive factor or asset insofar as the
present status of research in fertility is concerned.
The interest of both the National Center for Health
Statistics and the Bureau of the Census in levels and
trends infertility is commendable.

The development of the electronic computer has
opened up new avenues for research in fertility.
It has facilitated factor analysis with many more
variables than was preciously possible. It has also
made possible the use of simulation techniques and
analyses of stochastic processes relating to marriage
and reproduction, such as those carried out by Min-
del Sheps, Jeanne Glare Ridley, Robert G. Potter,
Edward Perrin, and Alice M. Rivlin.

Gajs in knowledge. Despite the favorable pic-
ture, gaps in our knowledge of fertility trends and
differentials definitely exist. Specialists in the medi-
caI or physiological aspects of fertility will he the
first to acknowledge the walls of ignorance in that
field. There is, for instance, current research in the
possibility of inducing temporary immunity to con-
ception, but the goal has not yet been attained.
We are still ignorant of precisely why the IUD works
and why it is spontaneously expelled by some
women. There has not yet been time enough to

make a definite assessmentof tie side eflects of the
two newer methods of contraception. Until this
is done, there will be an important gap in our
knowledge.

We still know little about tie relation of social and
psychological factors affecting fertility. In fact, we
have not yet succeeded in securing dependable
measures of psychological characteristics in field
surveys or interview situations.

The birth certificate should indicate the educa-
tional attainment of the mother. The census col-
lects data on education. Thus, if the birth certifi-
cate also had an item on education, we would be
able to have annual fertility rates and cohort fer-
tility rates by educational attainment of the mother.
The birth certificates have long contained occupa-
tional class, but the data have fallen into disuse
because of difficulties in coding and inaccuracy of
reporting. Educational attainment is a more mean-
ingful variable because it relates to the mother, it
means the same for married and unmarried women,
and it is an unchanging attribute. Thus, it is an
ideal index of socioeconomic status for purposes of
cohort fertility rates.

Knowledge of the psychology of family size is
needed for all areas and strata of society and espe-
cially for the nonwhita.

We know little or nothing about the relation of
health to fertility. The incorporation of questions
on total number of children ever born in the sched-
ules of the National Health Survey might be the
means of building up a body of knowledge on the
relation of fertility to various types of illness and
impairments of the wife and husband.

We have virtually no factual data about the im-
pact of trends and dfierentials in fertility on the
gene pool of our population. Some effort is be-
ing made by the American Eugenics Society to en-
courage more dialogue between demographers and
population geneticists. Studies such as those of
the Amish carried out by McKusic at The Johns
Hopkins University need to be made on other popu-
lation groups (9).

There has been commendable cooperation be-
tween the National Center for Health Statistics
and the Bureau of the Census. Probably the dis-

crepancies between the two with respect to classifi-
cations by area and personal characteristics are of
minor nature. Close and continuous watch for the
prevention of discrepancies and for the promotion
of meaningful similarities of classifications and cate-
gories should be encouraged.
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The set of variables we are talking about when
we use the phrase “family planning” includes all
of the factors directly affecting the number of chil-
dren a couple has and the spacing of these children.
Thus, it includes not only tie use of various methods
of contraception, but also fecundity-that is, the
couple’s ability to have children. It also includes
various meaaures of the couple’s success in planning
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on Family
States
tieir families, and this necessarily involves an at-
tempt to study preferences and expectations with
regard to completed family size and the spacing of
births. Thus, “family planning” includes a wide
range of variables.

I should like to discussresearch on these variables
in the context of the changes in fertility that we
have experienced in the United States. For this
purpose, we have distributed a chart showing the
secular trend of the total fertility rate over a 45-
year period from 1920 to 1965 and certain impor-
tant landmarks in fertility research during that
period.
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ACTUAL AND HYPOTHETICAL SECULAR TRENDS IN TOTAL FERTILITY RATES, 1920-65,

AND MAJOR LANDMARXS IN FERTILITY RESEARCH
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The measure of fertilhy used in this chart is the
total fertility rate, which is the sum of all the single.
year age-specific birth rates observed in a given

calendar year, The total fertility rate indicates the

number of children that a cohort of women would
have if they experienced a given set of age-spe-
cific birth rates throughout their childbearing years
of life. For example, the rate of 3,200 for the period

around 1920 means that if a group of women were
to experience the age-specific birth rates observed at
that time throughout their reproductive years of
life they would complete their fertility with an

average of 3,200 births per 1,000 women, or m

The heavy line shows tie, trend in observed total

fertility rates averaged over ~-year periods. This

line smooths out the year-to-year fluctuations and

enables us to see the general trend more clearly

than would a chart of annual rates.

The movements of the heavy line can be inter-

preted as the result of changes in two major com-

ponents of fertility. The first is completed fertility:
The total number of children ~ cohort of women

bears by the end of the reproductive period of life.

The second is the timing of these births-that is, the

percentage distribution of birth rates over the repro-

average of 3.2 children pe; woman. ductive ages of life.
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In the chart, the dotted line represents the trend
in completed ferdlity. If the only fertility com-
ponent that had changed over the past 45 years
had been completed fertility, the trend in total fer-
tility rates wodd have resembled the dotted line.
In effect, the dotted line is a weighted average of
completed fertility rates for cohorts of women. The
weights are averages of the age distributions of fer-
tility rates for the cohorts of 1901-45. In the pe-
riod 1935–39, for example, the hypothetical total
fertility rate plotted on this chart is 2,417. This
is a weighted average of the completed fertility
rates of the women who were then in the reproduc-
tive years of life. In order to extend the dotted
line to 1965, it was necessary to estimate the com-
pleted fertili~ of most of the women still in the
reproductive years of life. The shape of the dotted
line during the 1950’s and 1960’s may, therefore,
look somewhat different 20 years from now when we
have more information to use in estimating the com-
pleted fertility of the cohorts now reproducing.

Since the only factor influencing the movements
of the dotted line is the number of children cohorts
of women eventually have, the dfierences between
the dotted line and the heavy line are due to changes
in the timing pattern of fertility throughout the 45-
year period under review. Comparisons of the
trends in these two lines bring out several impor-
tant points:

1. The heavy line cannot remain above the dotted
line indefinitely. Eventually, the trend in annual
total fertility rates must cross or converge with
the trend in the completed fertility of cohorts.

2. Changm in the timing patterns of fertility have
tended to reinforce, rather than dampen, changes
in the underlying cohort completed fertility rates.
In other words, when completed fertility was de-
clining, the changes in the timing pattern of
births made the decline in annual measures of
fertility steeper than the decline due solely to
changes in completed fefity. Similarly, when
completed fertility was Ming, the trend toward
younger ages at marriage and childbearing made
the upward trend in total fertility rates much
more rapid than the changes in the total number
of children couples had. In other words, the
secular trends in annual measures of fertility have
a much wider amplitude than do the secular
txends in completed fdy size.

In the early days of serious study of fertility in the
1920’s and 1930’s, the effects of changes in timing
on annual measures of fertility were largely unrec-
ognized. The emphasis on reproduction rates, of

234

which Dr. Kiser has spoken, was due essentially to
the mistaken assumption that the heavy line in this
chart was an adequate measure of the completed
fertility of cohorts in the reproductive years of life,
The mistake was especially serious in the 1930’s
when, az we know tiow, annual measures of fertility
were relatively depressed.

Another common fallacy that influenced thinking
at that time was the idea that the trend in fertility
was uniformly downward. This view is understand-
able from the perspective of the 1930’s, which repre-
sented the end-point of a decline infertility that had
been going on for over a century. It was generally
believed that the curve of fertility would flatten out
at some low value near or below the level required
for the replacement of the population. This as-
sumption, in fact, was built into population projec-
tions prepared for Europe and the U.S.S.R, Waler
the auspices of the League of Nations.

Now our view of trends in fertility is quite dif-
ferent. We see in this chart a major long-term
cycle in fertility, and we have become accustomed
to the idea that fertility can move in either direction,
up or down, and will probably not remain at a con-
stant level for many years.

The serious study of the variables immediately
tiecting ferdlity (that is, the family planning varia-
bles) began just 25 years ago with the Indianapolis
Fertility Survey, conducted in 1941. Dr, Kiser was
one of the principal investigators in this study, The
timing of this study was especially fort~ate because
it provided us with a valuable record of the family
planning practices of an important segment of the
popdation during the period of relatively depressed
fertility rates observed during the 1930’s. The cou-
ples in the Indianapolis study were married in the
years 1927-29 and spent their most fertile years in
the depression petiod.

The unexpected rise in fertility during the 1940’s
and early 1950’s stimulated more research in family
planning. This research WM preceded by ~elp-
ton’s first work on cohort fertility analysis, to which
Dr. Kiser has referred. Our recognition of the imp-
ortance of the factor of the timing of fertility is
due largely to Whelpton’s research. His publica-
tion of the book Cohort Fertility in 1954, therefore,
represents another significant landmark in research
in fertility.

Whelpton’s early recognition of the importance
of timing led him to tq to separate the effects of
timing and completed family size. The crucial
qu=tion in such an attempt is, of course, “HOW
many children will the women in the reproductive
years of life eventually have?” If this question is



answered accurately, it is possible to estimate the
extent to which current fertility measures are influ-

~
enced by each of the two major components of
fertility. It would also be possible to make more
reasonable estimates of future trends infertility. In
order to obtain an approtiate answer to this ques-
tion, Whelpton and Freedman embarked on a
national survey of married women in the reproduc-1
tive years of life. This was the first Growth of

1

American Families study of 1955, noted on the chart.
The women in the sample were asked about their
past pregnancy histories, their ability to bear chil-
dren in the future, and their estimate of how many
children they would eventually have. Questions on
childbearing ex~ectations, incidentally. had been

u. . .

used by Freedman in the Detroit metropolitan area
in 1954.

The 1955 Growth of American Families Study
provided us with the first itiormation on family
planning variables for a nationwide sample of cou-
ples. The study was limited to white couples for
reasons of economy. One of the major 6ndings of
the study was that nearly one-third of the couples
were below normal in their ability to reproduce.
This subfecund segment of the childbearing popu-
lation reported a wide range of impairments. One
in ten of all the wives reported that they or their
husbands had had an operation that prevented
childbearing. Such couples and a few others indi-
cating serious irnpaiments were classified as defi-
nitely sterile. Also included among the subfecund
couples were those who had tried for several years
to conceive without success. These couples were
not considered to be sterile, however, because some
of them would undoubtedly have a Md at some
time in the future. In any case, demographers were
surprised at the relatively high proportion of couples
with some physiological limitations on their fqrtili~.

Another important finding of the 1955 Growth of
American Fdes Study was that nearly all couples
had some limitation, voluntary or involuntary, on
their fertility. The proportion reporting that they
had ever used contraception was 70 percent. An
additional 9 percent expected to use contraception.
Of the remaining couples, most were below normal
b the capacity to reproduce. Only 4 percent of
the couples were able to have more children and
said that they had not used contraception and did
not intend to do so. In other words, 96 percent of
all the couples had or expected to have some limita-
tion of their ferdlity.

The 1955 study also found that the practice of
fdy limitation was ,widely approved. Even
Catholic wives who said at first that they disap-

proved of attempts to control fertility tended to
qualify their disapproval by favoring the rhythm
method of contraception.

In spite of the widespread use of contraception,
the 1955 study showed that many couples were un-
able to control fertility to the extent desired. Thir-
teen percent of the wives reported that they had had
more children than they or their husbands had
wanted. The comparable proportion was higher
for couples with low incomes and low educational
attainment.

The second Growth of American Families Study
of 1960 was intended to aid in evaluating the fer-
tility expectations collected in the 1955 study and
also to explore more thoroughly some of the re-
lationships discovered in the earlier study. The
sample for the 1960 study included nonwhite wives
and 40- to 44-year-old white wives. The 1960 study
showed that the wives interviewed in the 1955 study
made, on the average, su~risingly accurate predic-
tions of the number of children to be born in the
5-year period between the two surveys. It was also
found that the total number of chi~dren expected
tended to rise with age, evidently largely because of
unplanned conceptions.

By 1960, the proportion of couples using contra-
ception had increased to 81 percent. Part of this
rise was due to the fact that women were completing
their fertility at an earlier age than had formerly
been the case and were, therefore, using contracep-
tion to prevent any additional births, and part of it
was due to an increased tendency to space births be-
fore the family was complete. Again, the study re-
vealed that only a very small proportion of couples
were able to have children and never expected to
use contraception.

In the 1960 study, the timing of the first use of
contraception received more emphasis than it did in
*e 1955 study. It was found that the major reason
that couples in the lower socioeconomic status
groups had smaller proportions using contraception
was that they tended to begin using contraception at
a later point in the family building process than did
couples in the higher status groups. As a restit of
this later use of contraception, a number of couples
discovered that they had impairments of the repro-
ductive system and would not have to begin using
contraception in order to limit the number of
children they had.

However, the 1960 study also found that late use
of contraception waa highly correlated with excess
childbearing. The most important reason for ex-
cessive childbearing among less-educated women
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was the failure to begin using contraception before
they had more children than they wanted. The
irregular use of contraption also contributed to
excessive childbearing.

The first two surveys for the Princeton study
were conducted in 1957 and 1960. The Princeton
study was a descendant of the Indianapolis study of
1941 and was designed primarily to test cefin
hypotheses concerning social and psychological fac-
tors affecting fertility. Its aims, then, were dif-
ferent from those of the Growth of American Famil-
ies Studies, which were intended to provide esti-
mates of the values of family planning variables for
the entire United States. Although, as Dr. K~er
pointed out, the Princeton study showed very small
correlations, or none at all, between fertility and
psychological variables, it did produce some im-
portant findings. One of them was that as couples
come closer to the number of children they wmt to
have their success in using contraception improves
markedly. This tiding has many important im-
plications for the study of family planning, and
partictiarly for the study of the effectiveness of
various methods of bii contiol.

In the 1960 Growth of American Families Study,
an attempt was made to confirm this finding of the
Princeton study, with the use of cruder but more
representative data. The result was a complete
verification of the Princeton hypothesis.

It is importmt to note that both the Princeton
Study and the 1955 and 1960 Growth of American
Families Studies were conducted during a period
when annual measures of fertility were relatively
inflated by the trend toward younger childbearing,
as the chart shows. This has important implica-
tions for the findings of these studies. For example,
we were surprised at the extent of poor control of
the timing of births as revealed by the 1960 Growth
of American Families Study. Fifty-four percent of
all couples reported eitier that they had had some
pregnancies earlier than desired or that they had
had more pregnancies than they wanted altogether.
Among couples with one or more children, the
proportion was 60 percent. Most of these couples
avoided having more children than they wanted,
but the figures did reveal a’ widespread failure to
space births successfolly. It shodd be emphasized
that the criterion of success is the couple’s own and
not one that is artificially imposed. In general, this

lack of success was due to the irre~ar use of con-
traception, rather than the failure to use contracep-
tion at all.

It seems entirely possible that this carelessness
in the use of contraception early in marriage is not
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a constant tendency, but one that was prevalent
during the period of idated fertility of the 1950’s
and early 1960’s.

Now, according to the trends plotted on the
chart, we seem to be entering a period when an-
nual measures of total fertility will fall below the
line indicated by the trends in the completed fer-
tility of cohorts. This means that couples will be
having their children at later ages than formerly,
the use of contraception will probably begin at an
earlier stage of family growth, and methods of con-
traception will probably be more carefully used
than was the case in the 1950’s.

It is unfortunate from the point of view of the in-
vestigator, always on, the lookout for fortuitous
large-scale social eWeriments, that we are entering
this period of relatively depressed fertility with new
and highly effective methods of contraception. It
would have been interesting to see how much cou-
ples would have improved their control of fertility
with the methods in common use in the 1950’s.
However, the couples relying on these methods may
not sympathize with the demographer’s outlook on
such matters.

The study of family planning variables has gone
forward another step with the new National Fertility
Survey of 1965, directed by Charles Westoff of
Princeton and Norman Ryder of the University of
Wisconsin. The purposes of this study are con-
sistent with those of the earlier Growth of Ameri-
can Families Studies, and this is the reason that I
have shown it on the chart as the third Growth of
American Families Study. Dr. Kiser has already
told you about some of the important findings of
this study with respect to the use of the contracep-
tive pill.

I have described briefly the largest studies of fam-
ily planning variables. In addition, there have been
other studies more limited in scope. Several of the
Detroit area surveys have included questions on ex-
pected completed family size. Ealy in 1962, an
elaborate survey w= conducted of 1,215 women in
the Detroit area who had recently married or given
birth to their first, second, or fourth child. These
women were questioned again late in 1962 about
their fertility since the first interview and their fu-
ture birth expectations. The major aim of this
study is to examine social and economic factors
affecting fertility. A number of important find-
ings relating to the timing of births have already
been reported by Freedman.

Inasmuch as most of the available studies of
family planning variables have been conducted
during a period of relatively inflated fertility, in view



of the changes in contraceptive methods that have
taken place, and in view of the fact that we are,
now entering a new phase of the fertility cycle, it isI
important that research on family-planning varia-
bles continue into the future. We no longer think
of fertility in a comply urban-industrial society as
a relatively constant phenomenon, ,but as a varia-
ble that responds to a “number of ifiuences and
that can be expected to fIuctuate significantly. So
far, we have only one long-term fert~lty cycle to
inspect in any detail, and our attention has been
concentrated on only one portion of that cycle.
Have we insured that equal attention will be given
to all phases of future cycles?

In 1965, Dr. Linder formed a committee of staff
members of the National Center for Health Statis-
tics to consider the ~ossibilitv of starting a fertilitv

I
.

survey program, all;wing for the regular collection
of statistics on family planning variables. Early
this year, the commit{ee- reco~ended that such a
program be instituted and that a survey generally
resembling the Growth of American Families Studies
be undertaken every 2 years, beginning in 1968.
The sample envisioned for Wls survey would be

larger than that for any of the earlier surveys and
would provide for the over-representation of cou-
ples in the socioeconomic groups experiencing the
highest prevalence of excess fertility. These groups
are expected to show the greatest changes in family
planning practices in the near future. Also, the
survey would provide for the reinterviewing of
various sulbsamplesof respondents at stated inter-
vals in order to obtain the valuable insights that
have come from longitudinal studies of the kind
conducted by Princeton and by the University of
Michigan in the Detroit area. A number of demog-
raphers all over the country have been informed
about this proptosal,and many of them have writien
to Dr. Llnder endorsing tie general idea of such
a series of studies. So far, we have only a proposal.
But agencies of the Federal Government have al-
ready shown their approval of the idea of such
surveys by the Public Health Service grant to
Princeton University for the 1965 National Fertil-
ity Survey. There is a good chance, therefore, that
a fertility survey program will eventually be in-
cluded among the several research resources com-
prisbg the National Center for Health Statistics.

Discussion of Preceding Papers ,
Mr. Jacob S. SieKel.Chief, National Pobul~ion
Esti;ates and P;o~ectio;j Branch, Po~ulation1

Division, Bureau o~ the Census -

I think we have here two fine summaries of the
development of research in fertility and family plan-
ning and of current research needs. I have little to
take issue with in these papers. The two fields of
fertilility and family planning overlap somewhat,
and so the contents of the papers overlap somewhat.
I shodd like to devote my comments to
1. Some “fallacies or misunderstandings” to which

research has provided the answers but which re-
main misunderstood by many users of fertility
and family planning data;

2. Some “developments” not mentioned or lightly
touched on by our speakers; and

. .

3. Some areas for “further research” not mentioned
or deserving further emphasis.

Fallacies and Misunderstandings

A. Both speakers stressedthe historical development
of the recognition of the d~erence between fer-
tility measures for calendar years and fertility
measures for cohorts. Research has demon-
strated the importance of separating trend from
annual fluctuations (or changes in timing from
changes in completed family size). Hence, it
does not make sense to talk of size of family (a
cohort measure) for a given year. It is still a

Note: The views expressed are my own and are not

to be attributed to the Bureau of the Census.
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comon error to confuse the caIendar-year total
fertility rate (TFR) with a cohort completed
fertility rate (CFR) and interpret the former as
the latter. As Mr. Campbell has pointed out,
the TFR tends to overstate the CFR in years of
high fertility and to understate it in years of low
fertility. The CFR has little relevance to the
years when fertility is completed (cohort aged
45). A practical solution is to relate a given
completed fertility rate to the years of principal
childbearing (cohort aged 25) and also to iden-
tify the year of birth or year when the cohort
reaches the end of childbearing.

B, We have lived through, and now look back upon,
a period when everyone assumed the birth rate
would continue to decline. This belief con-
tinued to dominate our thinking into the late
forties. Now we seem to be entering an era
when many users of our data are ready to asume
that the birth rate, or even birth rates by age,
will, once a~in, goon declining. This may not
be the case at all. With increased control, birth
rates may go up or down, and particularly the
crude birth rate which is so much tiected by
the changing numbers of women of childbearing
age.

With respect to completed family size, I per-
sonally betieve we may see a generally downward
trend as families achieve more closely their pre-
ferred size but where propess toward reduction
of fecundi~ and subfecundi~ is limited and in-
sufficient to offset the decline among families able
to have the children they want. This range
might be 2.5 to 3.0 children per woman. This
may be particularly true for Negro families.

C. We should recognize the considerable limitation
of cohort data and survey information relating
to “expectations” for preparing predictions of
fertility, particularly predictions of the CFR.
We must recognize that even “pure” or accurate
measures for actual cohorts of women ~e not in
themselves a final answer to the problem of pre-
dicting what will happen to future fert~lty.
Completed fertility can be predicted accurately
only after a cohort has already had many of its
children and is no longer an important contrib-
utor to the Nation’s annual Mlrths. In the
United States, roughly half of a woman’s lifetime
births occur by about 5 years after marriage and
70 percent by about 10 years after marriage.
This means that within a very few years the buk
of the Nation’s mual births will come from
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women who are not married at present and for
whom we have no data on expected family she.
Moreover, the married women giving their pre-
dictions cannot predict their future physiological
condition or the changing socioeconomic environ-
ment in which they will decide to have or not
to have future babies. , ‘ ~

D. A major finding of the fertility surveys is that
generally couples with large families would like
to have had smaller families, particularly Negro
couples. Too, we know from other sources that
abortion among married women is not uncom-
mon. In short, the public has been ahead of the
government, the church, and other institutions
in its thinking regarding the desirability of fer-
tility control. These facts are at last being com-
municated to those in positions of leadership and
authority.

E. The studies suggest that excessive emphasis has
been given to technological factors in inter-
preting current trends in the birth rate. The
recent declines started to occur before the con-
traceptive pill, and we have had lower fertility
before than we have now. In our society, the
key factor is the couple’s intentions regarding
family size wanted and regarding the spacing of
their children. This is illustrated particularly by
the persistent and increasing differential between
Catholic and Protestant fertility, as noted by Dr.
Kiser. However, new and improved techniques
may increase planning effectiveness and so reduce
instances of kd spacing and excess children,
On the other hand, some of the effect of tech-
nological improvements may be reflected in a
reduction of abortions.

Developments

Among developmenfi to which I should like to
call attention as omitted by our speakers or to which
I should like to call particular attention are these:

A. One is the entry of the U.S. Bureau of the Census
into the area of fertility analysis with the inclu-
sion of questions on fertility in the 1910 census
and later in the 1940, 1950, and 1960 censuses.
We may add the inclusion of fertility questions
from time to time in the Current Population Sur-
vey beginning in the 1950’s.

B. A major step was the conduct of the first national
birth registration test in 1940,

C. The possible initiation of periodic national fer-
tility surveys by the NCHS will be a major de-
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velopment. The need for continuing fertility
surveys of the type proposed is recognized. We
agree fu~y with the need to repeat the GAF

I Study under conditions of depressed fertility to
see if predictiveness remains under changed
socioeconomic con~ltions, changed conditions of
fertility control, and conditions where fertility is
changkg rapiky. There is the problem, h&w-
ever, of sponsorship of a survey covering so sensi-
tive an area by the U.S. Government. In view
of the risks involved in the Government’s entry
into the area of attitudinal studies on fertility,
will the new survey Wer in method and scope
from the National Fertility Survey of 1965 and
the continuing national fertility surveys con-
ducted by the Michigan Population Studies Cen-
ter in 1962, 1963, and later years (which were
not mentioned by our speakers but which, pre-
sumably, like the 1965 National Fertility Survey,
are successors to the 1955 and 1960 GAP Stud-
ies) ? These earlier surveys were cafied out
under private direction, whereas the proposed
survey would be under U.S. Government direc-
tion, even if the field work is contracted out to a
private organization.

There may be some overlap with the traditional
scope of the work of the Census Bureau through
its decennial censuses and current surveys, and
these joint interests should be explored before
the plans for the survey are carried very far. I
may call attention to the establishment of an in-
formal Census-NCHS Committee on Fertility
Statistics which has as its purpose exchanging
information and achieving such consistency
between the two agencies as is possible and
desirable.

D. I should like to review briefly the general de-
velopments in the methods of projecting births,
with which the Census Bureau has been closely
involved.

●

●

In the period-fertility method, the method first
used, the analysis is in terms of annual fluctua-
tions in age-specific rates or some summary mea-
sure of age-specific rates, such as the gross re-’
production rate.
The cohort fertility method was introduced by
the Scripps Foundation in the late fifties, but the
Census Bureau did not officially employ it until
the early sixties. In this method, the analysis is
in terms of the expected lifetime childbearing ex-
perience of a cohort of women and the distribu-
tion of their births by age and time (spacing).
The projection of completed fertility is based on

historical analysis, survey resdts on expectations,
and mathematical methods. The cohort method
may incorporate the factor of marital status, as
the Scri~~s Foundation has done.

● The ~~rriage-parity-childspacing pro~ession
-m-

ethod involves “increased sp~cificity of the rates,
the analysis being in terns of age-spetic first
marriage rates and of birth rates specific for par-
ity of women and order of birth of child, and in-
terval since first marriage or previous birth. In
general, the rates represent the chances of having
a next child in a year on the basis of previous fer-
tility experience. As Dr. Kiser noted, Wtison
Grabill of the Census Bureau has recently ex-
perimented with this method.
This method will be elaborated further for use
in a national demographic model being developed
by the Census Bureau. The method of computer
simulation will be employed to develop com-
ponent models for marriage, fertility, and house-
holds. Such a demographic model will serve in
the analysis of current fertility changes and in
the preparation of projections of fefllty.

E. A development of tremendous importance for
research mentioned by our speakers, which I
should like to emphasize, is the recent involve-
ment of the Federal Government, the major
church organizations, and internationrd agencies
in the issues of family planning and in fertility
studies. ‘

F. Our speakers did not mention the research under-
way relating to the economic determinants and
consequences of fertility, particularly the work
on cyclical factors carried out by. Richard
Easterlin.

G. Other domestic developments that might be men-
tioned include cohort fertility tables for non-
whites (Farley), marriage cohort tables (Camp-
bell), etc.

H. Finally, with particular reference to international
studies, we may note the research in the use of
household surveys to measure national birth rates
where registration systems are defective and the
development of tables of functions of the stable
popdation for the same purpose. Independent
work in the latter field has been carried on by
the Population Branch, United Nations; Prince-
ton Office of Population Research;. and the
Demographic Center at Santiago. Dr. Kiier has
referred to the major research now underway
abroad in the design, implementation, and con-
duct of family planning programs.

$.. . . . . . .
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Further Research

With respect to needed research, I shodd like to
call attention to the following items:
A. We need a better understanding of current fer-

tility changes on an up-to-date basis and, more
specifically, a method of distinguishing at an
early date a real change of trend from annual
fluctuations (i.e., changes in timing of marriage
and spacing of children). We shodd like to
have a measure of current fertility which would
eliminate variation in the age distribution of
mothen (i.e., timing of births), such as Mr.
Campbell has employed @ his paper, a measure
which would eliminate variations in the parity
distribution of women, and a measure which
wodd standardize for both of these factors. Yet
how can we adjust current annual rates to elimi-
nate annual fluctuations when we can hardly
know the trend, since the CFR k not known or
cannot be approximated closely for many co-
hotis? The goal may not be achievable or may
be achievable in only a limited way.

B. An enlightened society shodd have as one of its
goals that all children are wanted (before the
fact as well as after the fact). Couples shotid
also be able to have the chddren they want.
More research is needed to provide the inform-
ation for effective family planning; this involves
the fields of communications, technology, physi-
ology, and organization of family planning pro-
grams. We need more knowledge particdarly
about the role of abortion as a form of family
contiol, its extent, the motivations, character-
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istics of abortees. More research is needed on
the factors underlying infecundity and subfecun-
dity and the means of reducing them and on the
factors underlying pregnancy wastage.

C. The fuller development of the whole area of mar-
riage statistics will make an important contribu-
tion to fertility studies; also more data are
needed on the marital characteristics of parenti,

D. The study of differentials remains important to
our interpretation of the present and our projec-
tion of the future. Dr. Kiser has suggested the
possibilities for examining d~erentials by edu-
cational attainment on the basis of the new
model certificate. This should soon be possible
from the Census Bureau’s Current Population
Survey, too. Why the widening of white-non-
white and Catholic-Protestant differentials at
this time when we would expect convergence?
Differentials by farm background have been
shown to be significant, but we have at present
no basis for studying this variation nationally.
With respect to urban-rural differences, there
remains the problem of comparability of data
from the National Center and Census.

E. An impotiant gap is the lack of fertility data for
single women, particularly in groups where
family structure is unstable and premarital preg-

nancy is common. The omission of date of
first marriage from the model birth certificate
is, therefore, regrettable even if it may be justi-
fied. We need a new approach in the census,

fertility surveys, and registration.



Collection of Fertility Data on Birth

Record Supplements

Mr. Robert W. HiUer, Chief, Section of Vital
Statktics, Divtiion of Administrative Services,
Minnesota Department of Health

Minnesota was one of 11 areas admitted to the
Birth Registration Area when it was first formed
in 1915. The statistical data available from birth
and fetal death (stillbirth) records for many years
remained essentially unchanged in Minnesota and
elsewher~. A major step toward greater use of
such records for the collection of statistical data was
taken in 1957 when a detachable confidential medi-
cal supplement was added to the Minnesota fetal
death certificate, This supplement contained ques-
tions relating to complications of pregnancy, labor,
and delivery; birth injuries; malformations; RH
sensitivity; etc.

A similar supplement was added to the Minne-
sota birth certificate in 1962. The supplemenfi
were added to obtain data requested by the Section
of Maternal and child Health within the State De-
partment of Health. No attempt was made to
match these supplements to the birth certificates nor
was the completion and filing of the reports a legal
requirement. Thus, there was no followup for miss-
ing supplements.

In January 1965, because of incomplete report-
ing, a revised birth supplement fom W* introduced
along with several administrative changes. The
new form contained several questions primarily re-
lated to fertility in addition to tie medical informa-
tion. The resistance encountered in obtaining re-
sponses to the questions relating to fertility (date
of mother’s first marriage, education of parents,
date of termination and result of last previous preg-
nancy) is the primary subject of this report; but
before discuwing this question specifically, a few,
brief remarks relating to certain o+er arrange-
ments may be in order.

First of all, the State Board of Health adopted a
new regdation which specifically requires that the
supplements be completed and filed. Second, the
supplements are to be filed with the Section of Vital
Statistics rather than the Section of Maternal and
Child Health, so that the supplements could be
matched to birth records and a followup program
would be possible. Third, an instruction manual
was distributed to hospitals and a letter of explana-
tion sent to physicians to acquaint them with the
new requirements and the reasons for the change.

Prior to the introduction of the supplement fores
and the revision of the birth supplement form, the
proposals had been discussed with and received the
aPPro~al of the Maternal Health Committee and the
Councd of the Minnesota State Medical Association.
With the introduction in 1957 of the fetal death
supplement, the physicians responded by filing fetal
supplements for approximately 75 percent of the
fed certificates filed. When the birth supplement
was first introduced in 1962, supplements were filed
for around 83 percent of the births registered.
When the birth supplement was revised in January
1965 to include the fertility questions, there was no
particular change in filing practices until the fol-
Iowup program began. At that time, the percent
of supplements filed jumped almost immediately to
92 percent. This percentage has risen steadily since
then, reaching 97 percent for the first quarter of
1966 (see table II). Thus, physician response
to the birth supplement, as measured by the per-
centage of supplements filed, might be termed
excellent.

Another question which arises immediately is the
question of whether the supplements are being com-
pleted adequately. The part of the question relat-
ing to adequacy cannot be answered definitely at this
time except to note that the malformation rate has
jumped from 14 per thousand fin births to 21 per
thousand live births, indicating increased concern
and interest in these data. It is also obvious that an
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increasing n~ber of supplements have additional

comments and quaMcations written on them, par-
ticularly on the items relating to complications,
which almost certainly means that better data are
being obtained.

That part of the question related to the comple-
tion of individual items of information is sum-
marized in tables I and II. Table I indicates that

the questions related to fertility were not completed

as often as other items on the birth record or the
birth supplement, although the percent comple-

tion would be comparable with certain items of

information on the fed death certificate.
The suggestion that there is more resistance to the

fertility question than to the other items on the birth
supplement is confirmed by the correspondence with

physicians relating to the birth supplements. Es-
sentially, every complaint has focused on the fertility
questions and most specifically on the date of mar-

riage and the education items. The collection of

such data has been termed unconstitutional, a viola-
tion of the doctor-patient relationship, busy work
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TABLE I.—Percent Completion of Selected Items of Information on Vital Records: Minnesota, 1965

Item

Birth supplement:
Date first prenatal tilt. . . . . . . . . . . .
Total prenatal visits . . . . . . . . . . . . . . .
Date lastnormal Mensa . . . . . . . . . . .
Date first marriage . . . . . . . . . . . . . . . .
Date termination 1sst pregnancy. . . .
Result lastpregnancy . . . . . . . . . . . . . .
Serologic test syphilii . . . . . . . . . . . . .
Blood test, RH factor . . . . . . . . . . . . .
Erythroblmtosis fetalis. . . . . . . . . . . . .
Complications related to pregnancy.
Complications not related to preg-

nancy . . . . . . . . . . . . . . . . . . . . . . . .
Complications of labor. . . . . . . . . . . . .
Operative procedures . . . . . . . . . . . . . .
Induction . . . . . . . . . . . . . . . . . . . . . . . .
Bwthinjury . . . . . . . . . . . . . . . . . . . . . .
Malformations . . . . . . . . . . . . . . . . . . .

Item completeness:
as a percent of

Records
filed

90.0
85.0
89.0
73.0
85.0
88.0
87.0
94.0
89.0
95.0

95.0
94.0
93.0
91.0
91.0
89.0

Events 1

84.0
79.0
83.0
68.0
79.0
82.0
81.0
87.0
83.0
89.0

88.0
88.0
86.0
85.0
85.0
83.0

Item

Bwth certificate:
Previous deliveries. . . . . . . . . . . . . . .
Education ofmothcr . . . . . . . . . . . .
Legitimacy . . . . . . . . . . . . . . . . . . . . . .
Color of mother . . . . . . . . . . . . . . . . .
Length of pregnancy . . . . . . . . . . . . .
Birth weight . . . . . . . . . . . . . . . . . . . . .

Fetal death certificate:
Previous deliveriw . . . . . . . . . . . . . . .
Length of pregnancy . . . . . . . . . . . . .
Weight of fetus . . . . . . . . . . . . . . . . . .
Whendidf etusd le . . . . . . . . . . . . . . .
Was autopsy performed. . . . . . . . . . .

Item completeness
as a percent of

lecords
filed

100.0
95.0

100.0
100.0
99.0

100.0

99.0
87.0
85.0
78.0
89.0

Events I

100.0
95.0

100.0
100.0
99.0

100.0

. . . . . . .

. . . . . . .

. . . . . . .

. . . . . . .

. . . . . . .

1 It is assumed that births are completely registered.

TABLE Il.—Percent Completion of Selected Items of Information on the Minnesota Birth Su~~lement,
b; Quarter, 1963 (Percent of Total Registered Births)

. .

Item .

—

Date fist prenatal visit . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Total prenatal visits . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Date last normal menses . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Date first marriage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Date termination last pregnancy . . . . . . . . . . . . .’ . . . . . . . . . . . . .
R~ultlmt pregnancy . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Serologic tcstsyphiIis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Blood t~t, RHfactor . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ...\.
Erythroblastosis fetalis . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Complications related to pregnancy . . . . . . . . . . . . . . . . . . . . . . . .
Complications not related to pregnancy:. . . . . . . . . . . . . . . . . . .
Complications of labor . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Operative procedures . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Induction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Birth injury . ..~ . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Malformations . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Percent ofsupplementsfiled . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

1st

82.0
73.0
83.0
61.0
73.0
78.0
80.0
87.0
83.0
88.0
88.0
88.0
86.0
79.0
80.0
73.0

92.0

Quarter

2d

84.0
82.0
83.0
69.0
81.0
81.0
81.0
87.0
80.0
87.0
87.0
88.0
87.0
85.0.
84.0
83.0

91.0

3d

84.0
81.0
84.0
66.0
84.0
88.0
82.0
89.0
87.0
90.0
89.0
89.0
84.0
88.0
87.0
86.0

94.0

4th

85.0
81.0
82.0
74.0
79.0
81.0
81.0
84.0
83.0
90.0
89.0
88.0
89.0
88.0
89.0
89.0

95.0

Total

84.0
79.0
83.0
68.0
79.0
82.0
81.0
87.0
83.0
89.0
88.0
88.0
86.0
85.0
85.0
83.0

93.0
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for statisticians,and none of the health department’s
business. Resolutions in opposition to the birth sup-
plement have been introduced at State medical as-
sociation meetings on two occ~ions without being
adopted. Such comments and activities suggest
rather strong feelings on the part of some physicians,
and the relatively low completion rates for these
items suggestmany other physicians are somewhat in
agreement with such views.

Table II, on the other hand, indicates improve-
ment in percent completion of the fertility questions
during the year, the most striking improvement be-
ing for the item on the date of mother’s first mar-
riage. The percentage for the tit quarter was 61
percent, while the fourth quarter percentage was 74
percent. This improvement would seem to indicate

increaaed acceptance of these questions and prob-
ably increased assistance from hospital personnel in
obtaining such information for the physicians.

In conclusion, it is clear that there has been sub-
stantialitymore opposition from physicians to the
fertility questions than to the other medical ques-
tions on the birth record and the birth supplement,
It is also clear that there is an increased acceptance
of these questions. However, present plans are to
drop the date of marriage question from the supple-
ment with the next revision along with several other
items but to retain the items included in the Public
Health Service standard certificate. We expect
continued improvement in the completeness of re-
porting of the other fertility items to the point where
such data may be considered entirely adequate.

DISCUSSION

In reaction to one of Mr. Siegel’s comments, Dr.
Kiser suggested that the problem of distinguishing
calendar year from completed fertility measures is
similar to the problem of interpreting the life table
concept of expectation of life at birth. These ideas
must not be avoided, but care must be used to em-
ploy them correctly.

Dr. Bernard G. Greenberg of the University of
North Carolina asked if any thought was given to
including an anesthesia-used item on the confi-
dential medical supplement and if anything is
known about the joint distribution of missing items.
In reply, Mr. Hiller stated, first, that except for the
added fertility items the 1965 revision of the con-
fidential medical supplement was to be similar to
the previous form.

Secondly, Mr. Hiller answered that he had no
measure of the correlation of missing items, al-
though there is probably a close relationship. Re-
sponding to an inquiry by Dr. Greenberg about the
nuber of 100-percent-complete certificates re-
turned, Mr. Hiller estimated that about one-half to
two-thirds of the certificates had no more than one
missing item.

Dr. Jean Pakter of the New York City Depart-
ment of Health wanted to know the time allowed
for returning the supplement and the certificate.
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Mr. Hiller replied that both were to be returned
within 5 days following the birth. Dr. Pakter then
expressed concern for the adequacy of a 5-day limit,
considering the frequent delay before many con-
genital malformations are observed. Mr. Hiller in-
dicated that many supplements and reports of mal-
formation are received later than the time specified
and, when received, are included in data tabulations,

When”the question was asked whether physicians
receive reports showing tabulations based on
cer~cates filed, Mr. Hiller said he expects an an-
nual summary to be issued later this summer.

Miss Lillian Freedman of the National Institute
of Child Health and Human Development won-
dered why the “date of first marriage” item was
being dropped on future revisions. Mr. Hiller ex-
plained this was a concession to criticism from Min-
nesota physicians.

Another participant posed three questions to Mr.
Hi.ller:

1. Is information on congenital malformations corn.
parable for early and late reporting?

2. What of the quality, aside from the complete.
ness, of items?

3. Could you check marriage records to determine
the accuracy of legitimacy responses, as was pro.
posed by this conference?



1.

2.

Mr. Hiller replied:

Although reporting delays create doubfi as to
the comparability and completeness of malfor-
mation responses, this information is used to refer
cases to the Crippled Children’s Society and even
late reporting is encouraged.
A followback study matching hospital clinical

3.

.
records with birth documen~ ;S planned in order
to evaluate the quality of response to the medical
items.
Because Minnesota’s central file of marriage rec-
ords is relatively new, its use in matching studies
is severely limited.

Mr. Hiller also agreed with the questioner that it
would be useful to compare rates of congenital mal-
formations derived from early reports with those
derived from late reports.

Dr. Ronald Kelsay of the Louisville, Ky., Depart-
ment of Public Health reiterated his original criti-
cism of the supplement—that it was’ too long. Mr,
Hiller agreed that the length of the form was an

important consideration and also that the question
of whether check boxes were better than open-
ended questions should be given additiond atten-
tion.

Mr. Campbell commented on the high percen-
tage completeness of the education item as com-
pared to the medical items. Mr. Hiller noted that
this Werence is probably due to the fact that edu-

cation is included on the birth certificate itself, while
medical items are included on a supplement to the
birth certificate.

Dr. Kiser invited further questions on any of the
topics discussed during the session. Another com-
ment on the birth supplement was made by Dr. Kel.”
say. He reported that, in Louisville, some field test-
ing on a sample basis furnished information relating
to education items and a “drug-used (yes or no)
item.” No opposition was enco~tered from any of
the obstetricians who were involved in this sample.
Dr. Kelsay also noted that they had found check
boxes to be quicker and easier for the physician to
use.

In regard to the results of fertility studies, Mr.
Joseph Schachter of the Division of Research Fa-
cilities and Resources, NIH, pointed out that sub-
fecund individuals do not all want more children,
Mr. Campbell agreed that this is true, especially
in the cases of some subfecund persons who have
undergone operations to prevent further concep-
tions.

Dr. Kiser opened the discussion to suggestions for
future studies on fertility. Mr. Schachter men-
tioned a child-spacing probe on the Illinois birth
supplement. The topic of natural spacing, as a
probability of conception, wm also brought up. On
behalf of the New York City Depatient of
Health’s statistician, Mrs. Freida Nelson, Dr. Mori-
yama of the Office of Health Statistics Analysis,
NCHS, mentioned a proposed research study in
New York City for NCHS involving several New
York hospitals. This study would examine criteria
for classification of evidence of Me at birth. A find
comment was offered about research at the Research
Triangle in North Carolina concerning the use of
household surveys to obtain birth and death rates.

.—-..

\.

.-. .,.-,
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secondsessioD—Pefin2t21statistics
The second session of the Workshop on Fertility and Perinatal Sta-

tistics dealt primarily with petiatal mortality with presentations by
Dr. Yerushahny and Mr. Flinchum. Each paper is followed by the
comments of participants.

Problems in Perinatal Mortalitv

In

Dr. Jacob Yerushahny, Professor of Biostatis-
tics, School of Public Health, University of
California, Berkeley

discussing problems in perinatal mortality, I. .
wodd like to review some of-the statistical contri-
butions derived from the vital registration system in
this area and to focus on securing more adequate
data concerning other factors related to perinatal
mortali~. Through the past couple of decades,
the registration mechanism has provided much
more useful information than perhaps any other
discipline in this area. The clinicians obviously
could not be expected to produce very much in the
area of fetal mortality because the fetus and em-
bryo are not available for clinical observation dur-
ing the most important developmental periods.
Moreover, the factors related to the survival and
well-being of the fetus and infant are multiple and
strongly intercomelated. Therefore, very large
numbers of observations are needed to observe
meaningful relationships. For example, when
studying the relationships of parental age and birth
order to infant survival, at best one can get a notion
of each of these separately in the hospital setting.
In order to disentangle these highly related factors,
one needs large numbe~and it is the registration
mechanism which provides them.

The addition of new items of information (e.g.,
birth weight) on the official records of live birth
and fetal death in the past three decades has con-
tributed sificantly to our understanding of the
relationships of a number of important factors to
the outcome of pregnancy. Research into infant
mortality using the registration system provided one
of the earliest examples of record linkage. The
value of record linkage as a research technique in
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the study of infant mortality cannot be overempha-
sized.

1 first becasne aware of the amount of useful
information on the birth records in the 1930’s at
the New York State Department of Health in
Albany. These records reflected the situation into
which an infant was born: ages of parents, occupa-
tion of the father, number of children lost by the
mother, and so forth. The infant death certificates,
in contrast, contained relatively little useful infor-
mation—age at death and cause of death; but for
perinatal deaths, a sizable proportion with non-
specific causes. However, through linkage of the
death record to the birth record for the same in-
fant, extremely valuable data were produced. This
study and others of similar design enabled closer
examination of the interrelationships of maternal
age, parity, and the yet unexplained relationship to
paternal age which is so tantalizing to geneticists.
The studies demonstrated optimal ages and birth
orders in relationship to the infant’s survial. Later
mortality studies included the variables of birth
spacing and the mother’s histo~ of reproductive
loss.

A serious deficiency of the records at that time
was the lack of any indicator of fetal maturity.
However, in time this was rectified, and ‘by 1950
study materiaI was available for Mr. Sam Shapiro’s
enusing studies of mortality related to birth weight.

As for socioeconomic level, the later studies of Dr.
Helen Chase in New York State were based on the
father’s occupation on the birth record, Death
records for children under 5 years of age were
linked to their birth records. This provides a lot
of insight into the interaction between the biologic,
the obstetric, and the socioeconomic factors. It is
obvious that the socioeconomic factors can play a
much larger role with he older child, and that the

. .
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younger the fetus, the more biological and ob-
stetrical factors come into play. If birth order is
kept constant, thevariation in fetal and neonatal
mortality is slight with regard to socioeconomic
level, but becomes pronounced in postneonatal and
early chiklhood (1+ years) mortality.

Focusing attention on low-birth-weight infants,
the risk of death at or near birth is independent of
socioeconomic factors; but once infants get home,
if born of a more favored socioeconomic group,
their chances of survival are much better. Al-
though the use of father’s occupation is useful in
demonstrating these socioeconomic dfierentials, it
is still a relatively crude index of socioeconomic
level. Hopefully, the situation will be improved
when the education of the parents replaces their
usual occupation on the next revision of the Stand-
ard Certificates of Live Birth and Fetal Death.

It has become increasingly ob,tious in recent
years that low bti weight alone is not an adequate
index of maturity for the study of etiological fac-
tors, Gestation, an additional factor describing
maturity, is generally entered in weeks by the cerdfy-
ing physicim. The resulting data provide evidence
of heaping at mdtiples of 4 weeks, particularly
at 36 and 40 weeks. A few areas adopted a recom-
mendation made some years ago by the U.S. Na-
tional Committee on Vital and Health Statistics
to change this item to the “date of onset of last
menstruation” from “weeks of gestation.” Data
obtained from New York City, which adopted this
change, indicate that this method reduces the heap-
ing and provides a more reasonable distribution.
Subsequent studies in New York City and in Calif-
ornia, as well, resulted in the development of a
proposed classification 1 of maturity using the dual
characteristics of [h weight and gestation.
Use of this classtication produces dXerentials in
mortality whether the basic information is obtained
from hospital data (as in the California Child
Health and Development Studies) or vital statistics
data (as in New York City), and the dfierentials
persist ,into the second year of life. This contra-
dicts the ‘contention that data obtained from vital
records “aren’t any good at all,” an allegation that

should be denied emphatically. While it is tie
that at best the statisticsare only as good as the raw
data which go into them, the vital records have
produced an extremely useful instrument for peri-
natal research.

The dual characteristics of birth weight and
gestation have been further developed to provide
an index of intrauterine growth. Using data from
birth and death records in New York City, the births
were divided by sex and birth weight groups of 2
ounces each. Each of these groups was subdivided
into quartiles on the basis of single weeks of gesta-
tion, yielding four groups ranging from “very fast”
to “very slow” growth in utero. These classes de-
scribe the rate at which specified weights are at-
tained. The very fast growing babies have a very
high mortality, which decreases for the two inter-
mediate groups but increases slightly for the ve~
slow-growing babies. When this same approach
was used in a hospital setting at the child develop-
ment study in Oakland, California, it was found
that severe congenial malformations are associated
with these slow-growing babies. Furthermore, fast-
growing babies have difficdties in immediate adap-
tation to extrauterine life, but after a month or two
of life the fast-growing infants are more successfd
in surviving than slow-growing infants.

The relationship ~f prenatal care and survival
is another factor which has been studied using vital
records. Turning again to New York City vital
statistics data for second births, more than half oi
the mothers giving birth to a live infant first sought
prenatal care in the first trimester of pregnancy,
about one-third in the second trimester, one-tenth
in the third trimester, and about 2~2 percent had
no prenatal care at time of delivery. Private care
patients sought prenatal care earlier than general
care patients. The mortality among infants born
to mothers under private care was significantly

‘ Yerushalmy,J., van den Berg, B. J., Erhardt,C. L.,
and Jacobziner, H.: Birth weight and gestation as indices
of immaturity. A.M.A.J. Dis. Child. 109:51, January
1965.

Group Bwth ,weight Gestation

I . . . . . . . . . . . . . . . 3pounds 80unces orless . . . . . . . . . . . . . . l,600grams or less . . . . . . . . . . . . . Ml periods.
11. . . . . . . . . . . . . . 3 pounds 9 ounces-5 pounds 8 ounces . . . 1,601–2,500 g~ . . . . . . . . . . . . . . LHS th~ 37 we~.
III . . . . . . . . . . . . . . . . ..do . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..do . . . . . . . . . . . . . . . . . . . . . . . 37 or more we~.

5pounds 90unces ormore . . . . . . . . . . . . More than 2,500 grams . . . . . . . . . L= th~ 37 week.
E::::::::::::: . . . ..do . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . ..do . . . . . . . . . . . . . . . . . . . . . . . 37 or more we*.
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lower than to those under general care. Further-
more, the outcome of the first pregnancy apparently
has a bearing on the mother’s initiative in seeking
medical care for the second pregnancy. Having lost
a previous child apparently stimulates the mother to
seek prenatal care earlier at the time of the seconcl
pregnancy than if the previous child survived.
However, seeking prenatal care early for the sec-
ond pregnancy does not appear to improve the in-
fant’s chances of survival.

These last observations on prenatal care, pre-
vious loss, and outcome of current pregnancy are
preliminary and should be considered experimental.
Upon my arrival at this conference, these experi-
mental ress.dtsled me to suggest that “month pre-
natal care began” should be added to the proposed

standard certificates, and I was pleased to find that
the idea had already been approved. In addition,
the dates of the last previous live birth and last pre.
vious fetal death have been added, and these are
also worthy additions.

In summmy, I would say that the contributions of
the registration mechanism to our knowledge of
infant survival and conditions surrounding preg-
nancy and perinatd problems are considerable,
They have been very helpfti in clarifying our unders-
tanding of the interrelationships of a multiplicity of
factors and perinatal and infant mortality. Over
the past few decades the mechanism has kept pace
with tie needs for further knowledge, and indica-
tions are that it will continue to do so in the decade
ahead.

Dr. Donnelly reported that data from Iowa indi-
cate that perinatal mortality was consistently higher
for those who came to prenatal care early. Also,
perinatal mortality at 37–39 weeks’ gestation is alw-
ays twice as high as at 40 weeks. This informa-
tion has proven usefd in discussions with physicians
in hospitals, causing them to reexamine inductions
which may have been performed prior to term. A
possible reason for higher mortality among women
seeking prenatal care early may be that there is
some pathology or health problem in the first tri-
mester which stimulates them to seek medical care.
Mortality among the postmature births is also defi-
nitely higher, and the decision to induce labor re-
mains a complicated medical problem.

The variability of infant mortality and socio-
economic level came up for discussion. Dr. Mori-
yarna asked if the observation that there was
relatively little variation in the neonatal death rates
shown in the slides were true. If so, this suggests
that there is no longer any significant d~erence in
total infant mortality between, say, the lowest and
highest socioeconomic groups because of the pre-
ponderance of deaths now occurring in the neonataI
period. Dr. Yerushahny indicated that, based on a
few studies in the United States, it appears that the
relationship between infant mortality and socio-
economic level as determined by the fathe?s occu-
pation is not as pronounced as data from England
and Wales wotid suggest. Dr. Chase, who had the
largest recent experience with the item, indicated
that she felt the use of the fathe?s occupation on
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birth certificates and the census classification prod
duced some groups which are probably definitive;
e.g., professionals, skilled craftsmen, nonagricultural
laborers, and the two farm groups as a total. H’ow-

ever, other groups (e.g., managerial workers, sales
workers) include within them individuals of widely
divergent incomes and educational backgrounds.
While the index is useful in highlighting relation-
ships, the mother’s education achievement which
appears on the proposed standard certificate will be
easier to claxify and thus maybe more widely used,

In answer to a question, Dr. Yerushalmy noted
that studies of mortality related to season of birth
are not available, but a paper on season of con-
ception and mortality by Nelson, Erhardt, and
Pakter is scheduled for presentation at the annual
meeting of the American Public Health Association
in November. Season of conception is being de-
veloped as a new variable in perinatal research,

Dr. Treloar described a study of menstrual hi~
tories which began in 1934 with a group of university
women. These women are followed over time and
presentIy account for over 30,000 person-years of
history, representing, in some instances, the total
menstrual life from menarche to menopause. Inci-
dental to these histories are the interruptions to
menstruation which can provide information on
gestations. Despite what many obstetricians say,
women generally provide reliable information on
the date of onset of the last menstrual period, How-
ever, close attention is needed to detect unrecorded
and unknown abortions which sometimes precede a
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pregnancy without intervening menstruation. age, and menopause is reached later than most
Also, there is much evidence of cyclic bleeding simu- people think.
Iating menstruation and following pregnancy. Dr. Yerushalmy indicated that spacing of births
Thus, both long and short gestational intervals was another aspect which is being studied indirectly
may not reflect the true gestation period. The data by the Child Growth and Development Study using
show that there is a drift in the menstrual cycle with data from New York City birth certificates.

I

Report of the Study Group on Improving
~ Registration of Fetal Deaths

Mr. Glenn A. Flinchum, Chief, Public Health
Statistics Section, North Carolina Board of
Health

Fetal death registration is one area in the field
of vital statistics to which few, if any, vital statistics
agencies can point with pride. While most State
laws requiring the registration of fetal deaths were
enacted concurrent with laws requiring the regis-
tration of live births and deaths, the same amount
of emphasis has not been placed on securing com-
plete and accurate registration. In considering this
problem, we seem to have become involved in a
vicious drcle-that is, the statisticians are reluctat
to use data from fetal death certificates because of
their inadequacies, and, at the same time, registrars
are reluctant to make a special effort to improve
the data unless their uses can be demonstrated. In
any event, medical researched are now asking ques-
tions for which we have no answers, and speculation
frequently replaces facts whenever the important
problem of fetal or perinatal mortality is discussed,

At the present time, it is d~cdt, if not impossi-
ble, to accurately answer some of the most basic
questions regarding this problem, such as:

1. HOW big is the total p~oblem of feti mortality
in the United States?

2. What are the most significant causes of fetal
deaths and at what gestational age db they
occur?

3. What are the differences and similaritim between
fetal and neonatal causes?

4. How many of these causes are preventable?
5. What conditions in the mother are likely to lead

to a fetal death?

These and many other questions cotid be an-
swered factually if we had more complete and
accurate registration. There is also the opportuni~
to contribute indirectly to other broad related fields
of research involving the total problem of intrau-
terine growth and development. In addition,
there is the possibility of contributing toward the es-
tablishment of better controls over illegal abortions.

Following the Public Health Conference of 1964,
the NCHS appointed a Study Group for the purpose
of developing “recommendations for obtaining more
complete coverage and abetter quality of fetal death
registration.”

In carrying out this charge, an effort was made
not to duplicate the work of preceding groups or
individuals, but rather to review, analyze, and build
upon foundations which had previously been laid.
It was inevitable that the Study Group would rely
heavily upon Yerushalmy and Bierrnan’s report of
1952, entitled “Major Problems in Fetal Mortali~/’
since it is one of the most complete and authentic
reports published on this subject. For the most part,
the same problems described in 1952 still exist in
1966. Appendix I of the Study Group Report out-
lines the areas recommended for study in 1952 and
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also the progress, if any, which has been made in
these particular areas. For example, it was recom-
mended that tbe n,mber of autopsies of fetuses be
increased and that the resdting information be re-
flected on the fetal death certificate and in the
resulting statistics. The best information available
indicates that about 20 percent of fetal deaths of 20
weeks’ g~tation or gestation unspecified actually
are autopsied. Another recommendation made in
1952 was to encourage vital statistics offices to pro-
duce more extensive tabulations of fetal deaths, par-
ticularly in regard to causes of death. Presently,
relatively few tabulations of fetal deaths are pre-
pared by each registration area. Very little is pub-
lished cross-tabulatig cause of death with any other
variables, although 39 registration areas are now
coding cause of death. Nationally, fetal deaths of
20 or more weeks’ gestation are tabulated, but not
by cause of death.

In addition to reviewing a large -ount of
background material, the Study Group investigated
several factors which it felt would have some bear-
ing on the completeness and accuracy of fetal death
registration. One of these was the lack of uniform
registration requirements throughout the country.
While 31 registration areas have definitions in es-
sential agreement with the WHO definitions, there
is great variety in the minimum gestation require-
ments. While the majority of requirements are cen-
tered arou~d approximately 20 weeks’ gestation, the
laws and/or regulations are subject to a variety of
interpretations. They are expressed as: advanced
through the 5th month, after the 5th month, ad-
vanced to the 20th week, 20 weeks or more, after
20 weeks, etc. Appendix II of the Study Group Re-
port shows the requirements for each registration
area.

All registration areas were queried to detetine
to what extent causes of fetal deaths are being coded
and utilized. With 39 areas coding causes of death,
it was felt that greater use could be made of this
information, if for no other purpose than to reduce
the large proportion of ill-defined and unknown
causes.

It was recognized that registration and burial
practices in tie various States can influence the
quality of registration, as well as serving as the
meu to improve registration. A questionnaire de-
signed to solicit information on this subject revealed
that most registration areas petit the disposition of
fetuses by hospitals or persons other than funeral
directors. It was also indicated that burial-transit
permits are generalIy not required when disposition
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is made by a hospital. Apparently there is very
little demand for copies of fetal death records at the
State level, indicating that the importance of these
records is primarily statistical rather than legal.
The resdts of this questionnaire highlighted the in-
creasing importance of hospitals in the registration
process.

One of tie most encouraging aspects encountered
by the Study Group was the interest shown by cer-
tain professional medical and health organizations
and their apparent willingness to cooperate in pro-
moting better fetal death registration. It was felt
that the development of a closer working relation-
ship with these groups at the national level could
have a definite bearing on improving fetal death
registration.

After reviewing and analyzing the pertinent in-
formation available on the subject, the Study Group
recognized the following:

If there is to be progress in reducing fetal mor-
taIity, it is urgent that there be complete and ac-
curate reporting. Fetal mortality is becoming a
health problem which is being given intensive study
similar to that given to infant and maternal mor-
tality some years ago. Reliable fetal mortality data
are needed as a guide to the significant problem
areas.

~erefore, the Study Group reached these
conclusions:

1.

2.

3.

4.

5.

Although fetal mortality is a public health prob-
lem of considerable magnitude (some estimates
are as high as more than a million a year), rela-
tively little action has been taken to implement
the recommendations of Yerushalmy and Bier.
man in 1952 or those of other study groups.

There is a general agreement that fetal death
registration is incomplete, Failure to register
these events increases as one approaches the mini-
mum period of required registration.

The registration of all products of conception
usually increases the registration of those with
20 weeks’ gestation and over. Any uncertainty
as to when to report or not to report a fetal
death tends to result in undemeporting, par-
ticularly in those gestational ages near the cutoff
period.

Data on fetal deaths by cause are probably more
consistent than they were thought to be and
shodd be more widely published and utilized,

In addition to field visits and other educational
programs, query programs stimulate improved
registration.

. ,
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6. Conferences of the national organizations of con-
cerned groups (e.g., the National Center for
Health Statistics,American Medical Association,
American College of Obstetricians and Gyneco-
logists, American Association of Medical Record
Ulbrarims. American Academv of Pediatrics,
Ame;ican” Academy of Gener~l Practice) are
needed to establish good communication and
national policies in this area.

In compliance with the Study Group’s charge, the
following recommendations were made:

1. The Study Group concurs completely with inter-

2.

3,

4.

national recommendations and the report of
Yerusha~y and Bierman in requiring registra-
tion of all products of conception, permitting an
abbreviated document for those below a certain
period of gestation. The Study Group recom-
mends its promotion by the National Center for
Health Statistics.

The Study Group endorsed the change on the
standard certificates from “weeks of gestation”
to “first day, last menstrual period” and recom-
mends its adoption by all re@tration areaa.
Furthermore, all registration areas are encour-
aged to standardize their definitions, require-
ments for reporting of fetal deaths, and structure
of items common to birth and fetal death records.

The completeness of registration and completion
and accuracy of specific items are improved by
followup and querying procedures. The Study
Group recommends that all registration areas:

a. Develop methods of checking completeness
of fetal death registration through comparison
of registered events with lists obtained from
hospitals and funeral directors and through
use of statistical tabulations by hospitils to
detect deficiencies in registration.

b. Establish query programs for missing informat-
ion for fetal death records comparable to
those for other death records to reduce missing
and inconsistent items. The major emphasis
should be for those of 20 weeks or more.

The Study Group recognizes that publication and
utilhtion of data stimulate their improvement.
In view of the consistency of the State tabulations
of causes of fetal death, the Study Group recom-
mends that national tabulations by cause of fetal
death be published. Pathological examination
of fetal deaths should be stimulated by the States
in an effort to reduce the ill-defined and un-
known causes.

5. The Study Group recommends the maintenance

6.

7.

of close rapport between registration officials
and agencies with the licensing authority for
hospitals and funeral directors to improve regis-
tration. In addition, closer relationships be-
tween the National Center for Health Statistics
and national organizations, such as the American
Medical Association, the American College of
Obstetricians and Gynecologists, the American
Academy of General Practice, the American
Academy of Pediatrics, the American Hospital
Association, and the American Association of
Medical Record Librarians, should be fostered.

The Study Group encourages the use of the Pre-
natal Record designed by the American Medical
Association and the American College of Obste-
tricians and Gynecologists. Transmittal of a
duplicate of this form to the hospital prior to de-
livery will increase the information available both
for live birth and fetal death records.

The Studv Group recommends an increase in the. .
educational efforts to stimulate motivation for ‘
proper re$stration. Among the suggestions of-
fered are:

a.

b.

c.

d.

e.

f.

Publication by the American College of Ob-
stetricians and Gynecologists, the American
Medical Association, and the American Acad-
emy of General Practice of information em-
phasizing the importance of complete and
accurate registration. This publicity could
be in the form of items in their newsletters or
discussions at seminars or annual and district
meetings,
Promotion of more complete and accurate
registration through hosp;tal and county or
State committees on perinatal mortality and
morbidity, both in their publications and in
their conferences.
Promotion of joint studies by registration of-
fices and the maternal and infant care proj-
ects in their respective registration areas.
Investigation of the possibility of research
grants for special studies regarding fetal mor-
tality.
Education of medical students on the im-
portance of registration’ and of reporting
products of conception.
Periodic ~ublication of ~a~ers and articles in. .*
medical literature, pointing out the signifi-
cance and inadequacies of the data on fetal
death certificates and what could be ac-
complished in the field of prevention if more
complete data were available.

251



8.

9<

In view of past decennial emphases on birti reg-
istration completeness (1950 ) and infant mor-
tality (1960), the Study Group recommends that
the National Center for Health Statistics make
a special study of feti mortali~ and fetal death
registration problems in 1970. Draft documents
tested by thii Study Group could be exploited for
suggestions for improvement.

The Study Group feels that it has just begun to
come to grips wi-ti the subject of improving the
registration of fetal deaths and that its work
shodd be continued into the next biermium.

It is felt by the Study Group members that these
recommendations are practical, attainable, and
wodd not require the expenditure of large amounts

of funds. If the Study Group is continued for an-
other biennium, perhaps its greatest contribution
would be in stimulating each registration area to
exploit all practical means for improving fetal death
registration and to publicize information which is
now being collected. In addition, the Study Group
could collect and disseminate available data which
would be usefd in pointing out present deficiencies.
Also, in regard to liaison with national organiza-
tions, we feel that the Study Group could make a
definite contribution by sponsoring some articles and
papers for publication in the appropriate journals,
It might also be possible to prepare some promo-
tional material for use at the State level. Other
suggestions for specific activities which would help
to accomplish the objectives will be welcome.

DISCUSSION

Dr. Alexander J. Schtier, representing the Com-
mittee on Fetus and Newborn of the American
Academy of Pediatrics, urged continuation of the
work of the Study Group with special emphasis on
the universal reporting of all fetal deaths.

Dr. Moriyama felt the report contained a very sig-
nificant series of proposals. While the U.S. fetal
mortality rates seem low compared to other coun-
tries, the neonatal death rates are high. This makes
it particularly important to have a clear-cut notion
of the status of feti death re@stration in this coun-
try. ~though perinatal death rates theoretically
circumvent confusion between fetal deaths and early
neonatal deaths, this argument does not overcome
the problem of incompleteness of the fetal death
component in the United States. Furthermore, al-
though the definitions of live birth and fetal death
are clear, there is a need to know how these defini-
tions are applied in practice. A study to be con-
ducted in tie delivery rooms of a few hospitals in
New York City will explore this subject.

Dr. Schmidt, chairman of the Program Area
Committee on Child Health of the American Pub-
lic Health Association, indicated that his committee
had discussed the report, “Infant and Petinatal
Mortality in the United States” by Shapiro,
Schlesinger, and Nesbitt. He was happy to see the
report of the International Conference on the Peri-
nataI and Infant Mortality Problem of the United
States and will call it to the attention of the com-
mittee. These matters wilI be discussed further at
the committee’s meeting in November, at which
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time the Study Group’s Report can be considered as
well. Last September, representatives of the sk
New England States met in Boston to discuss prob-
lems of mutual interest to the directors of maternal
and child health, nursing, and vital statistics. Such
regional meetings stimulate communication to hn-
prove utilization of data produced by vital statistics
offices.

Dr. Yerushalmy expressed concern over the devel-
oping mnfusion about definitions. Independent
sets of definitions proposed by professional medical
groups are at variance with the vital statistics defi-
nitions and present a definite source & potential
trouble in generating statistics. He asked whether
the National Center for Health Statistics could not
coordinate these activities before the situation gets
out of hand.

Dr. Gilbert Mellin questioned being overly con-
cerned about constructing definitions rather than
obtaining complete and accurate observations. He
indicated a preference for concentrating on the
recording of observations in such a manner that
they might satisfy various definitions and classifica-
tion systems afterward. More meaningful observa-
tions can be obtained in a hospital setting, where
in many areas almost all births and recognizable
losses occur. In addition to the vital statistics, in-
formation is needed in other related areas, such as
the arterial structure of the umbilical cord and the
condition of the placenta. However, communica-
tion problems exist in hospitals as well x in other
areas of data collection because of departmentaliza-
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tion. Mr. Flinchum noted that the Study Group
realized in the course of its work that the hospitals
would need to be much involved in the problems of
registration.

Dr. William Taylor suggested concentration on
certain “superregistration areas” which could be
cities or States which are particularly interested in
obtaining either more or better information than is
usual in vital registration. Such areas exist in
Aberdeen, Scotland, and in Birmingham, England.
Such superregistration areas might act as a stimulus
to others and improve registration. According to
Dr. Moriyama, a similar proposal had been made
for cities of the United States, but the idea has not
received much support. It was felt that the concept
was more readily adaptable to developing countries.
For the country as a whole, there would be a ques-
tion of the representativeness of the data.

The concept of intensive registration areas was
favorably commented upon by Dr. Mellin and
Dr. Schaffer. They hypothesized that this would
produce better information, and perhaps extensions
could be made into subject matter not presently
considered. While Dr. Yerushalmy agreed with
proposals for more intensive work in hospitals or
small areas such as cities, he emphasized the im-
portance of the broad baae which is provided by
vital statistics. The superstructure of more inten-
sive study is already underway on a voluntary basis
through statistical cooperatives. It is important to
prevent the deterioration of the vital statistics system
which has demonstrated its utility in pennatal re-
search and whose scope cannot be matched by
hospital or sample studies.

Dr. Pakter commented on the difficulties encoun-
tered in obtaining fetal pathological exminatiom,
including shortage of personnel, lack of recognition
of fetal autopsies in AMA hospital statistics, lack of
interest on the part of pathologists, ad relatively
little information gleaned from fetal autopsies.
This is m area of great need for information with
relatively little work being carried on except in a
few teaching institutions. Dr. Schaffer indicated
that for each institution interested in the subject 10

were not, and the autopsies which are conducted are
rather haphazard. This is an expensive undertaki-
ng, and the pathologists will need to develop an
orientation to preventive medicine before they ap-

preciate the valw of their work. He agreed with
Dr. Yerushahny that there is a need for the basic
data on a broad baae, but cautioned against expect-
ing too much fmm them.

Mr. Berg referred to the need for greater dissemi-
nation of information to the medical profession on
the problem of incomplete and inaccurate registra-
tion. He indicated that he had encountered various
objections, many of which seem quite superficial,
from representatives of some medical groups; but he
believes that, with a more complete awareness of the
potential value of accurate and complete registra-
tion of fetal deaths, these clinicians wo~d readily
cooperate to the fullest in programs designed to im-
prove registration and the compilation of useful and
significant statistics on fetal deaths. He found it
understandable that in deference to the families
concerned and for possibly other social reaaons some
physicians might have objections to registering fetal
deaths when these evenw am involved with the
problem of ille~timacy. Greater effort could be
made to ensure confidentiality, however.

Dr. Pakter explained that a large number of
early fetal losses never get to a hospital and that
practical advice in fetal death registration is elusive
for the physician who only occasionally encountem
such an event. Further dficulties are encomtered
when the product of conception is not an ident%-
able fetus. Dr. Moriyarna felt that if registration
were regarded z the record of an event, and not aa
the record of a child born dead, some of the prob-
lems would disappear. Another obstacle to regi-
stration is the concept of a viability which is incor-
porated into some of the classifications proposed by
professional groups. Dr. Mellin called attention to
the problem of motivation. Hospital Pemnnel are
oriented toward patient care, while the statisticians
are interested in measurement.

Mr. Flinchum indicated that because of its length
the proposed standard certificate of fetal death was
not conducive to improving fetal death registration.
The Study Group felt that an abbreviated form for
fetal deaths of short gestations wo~d improve vital
registration.

Recommendation

The workshop generally agreed that the Study
Group’s Repoti waa to be highly commended.
Since it has begun to identify a number of practical
problems, it was recommended that its work be con-
tinued into the next biennium.

DOCUMENTATION

1. Report of the Study Group on Improving Regis-

tration of Fetal Deaths. PHCRS DOC. No.
601.12, May 14, 1966.
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Developments in Metropolitan Area
Statistical Information

DISCUSSION SUMMARY

This workshop was designed to inform partici-
pants of developments in the collection and use in
health planning of data for units within metropoli-
tan are=. Discussion began with presentation of
plans for the 1970 census focused on innovations in
the compilation of data for small areas. SeveraI
papers concerned with innovations in data collec-
tion methods at the local level were then presented.

BUREAU OF THE CENS,US ACTIVITIES THAT
RELATE TO METROPOLITAN AREAS

Mr. John C. Beresford described the forms in
which data for small areas were produced from tie
1960 census. Person records produced summary
tally records for enumeration districts which were
stored on tape and used to build up data for larger
areas such as appeared in published reports by
census tract. Sample data were summarized in a
{iar manner. These tally tapes and the basic
record tapes for the sample are capital assetsusefd
in building up data to meet special needs.

Recombination of geographic units for 1960 data
were limited to combinations of enumeration dis-
tricts as the smallest unit. Block identification was
not retained on the basic tape records. Plans for
the 1970 census call for block face to be a basic unit
of identification in urban areas.

Census data for 1960 were rearranged in a num-
ber of ways to suit users’ purposes. Some examples
pertinent to health activities were described:

1. Tape tallies for trxts were recombmed accord-
ing to administrative units for some areas. For

2.

3.

4.

5.

New York City, health area codes were inserted
on the tract tapes, facilitating the task.

Census programs originally prepared for tract
data were run for enumeration districts in some
areas upon request.

Special tallies recombining enumeration districts
according to areas defined by the user have
been done, but they are expensive. An organi-
zation contracting with the San Francisco Gov-
ernment had data by enumeration districts and
tracts reorganized into neighborhood aggre-
gates in developing a model for future com-
munity growth.

Special record uses of 1960 data included linkage
of death certificates and census records for the
University of Chicago mortality study and
linkage of patient records to census records of
their families for mental health studies con-
ducted in Maryland and Louisiana;

Census based surveys of pharmacists and of other
health workers were ~arried out using census
records containing occupation data as a starting
point.

Mr. William T, Fay described plans for the 1970
census, which will largely be conducted by mail.
Wherever a city postal delivery exists, a mailing list
will be constructed, starting with a commercial
mailing list, which postal carriers will bring up to
date. Enumerators will be used only to followup
incomplete or obviously erroneous returns in these
areas.

Accurate assignment of addressm to blocks de-
pends upon accurate area maps. Since 1960, the



Census Bureau has had a program directed toward
the creation of accurate maps of local areas in prep-
aration for the 1970 census. In one case, 137 maps
for parts of an urbanized area have had to be recon-
ciled for this purpose.

For each area, a computer tape known as the “ad-
dress coding guide” is to be developed. It will con-
tain identifications of address ranges for block faces,
or block sides, for all addresses covered by the postal
delivery system and, for each block face, the appro-
priate codes for block, tract, ward, city, township,
county, State, and so forth, Local aid is being
sought in constructing this file, and where such aid
is forthcoming a five-digit field will be provided
for coding areas such as health districts, police pre-
cincts, and educational districts of interest to local
authorities. The tape will be used to code the ad-
dressesto which enumeration schedules are sent and
later will permit easy tabulation of data according
to local needs, The Bureau will also supply a
street guide in tape or print-out form for use by local
cooperators in coding local records.

Development of the address coding guide will
make it possible to obtain block data for most of
the urbanized area as well as the central city, but
not for rural areas. Data can be extracted for any
area definable in terms of sums of block faces.
Block face identification will permit tabulation along
streets and avenues as well as within blocks, where
desired. Realization of these plans will require
considerable local cooperation in providing accurate
address information. The Department of Housing
and Urban Development will assist local areas in
becoming eligible for planning assistance funds.

Mr. Robert B. Voight described a pretest of
1970 census procedures to be carried out in the
New Haven, Corm., SMSA. New Haven was
chosen as an area of manageable size where a trial
census could be conducted at moderate cost and
where local interest in utilization of census data is
high. The pilot census has three main objectives:

1. To test the mail questionnaire and other pro-
cedures for the 1970 census. For MIS pur-
pose procedures wiIl conform closely to those
planned for 1970;

2, To test the usefulness of census data for small
areas in combination with data from local
sources. LocaI healti departments and other
agencies have been asked to plan uses of census
data. Exercises in the linkage of census rec-
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ords to other data sources will be carried out
and evaluated;

3. To construct a package of procedures, computer
programs, formats, and reIated aides which
could be offered to other SMSA’S for exploi-
tation of 1970 census data. Confidentiality
requires the Census Bureau to do much of the
processing, but in many, cases useful tapes can
be turned over to cities with computer facilities.

Although budgetary requirements and the need
for developing final census procedures by mid-1968
require that census objectives have priority, other
uses of local area data will be explored in conjunc-
tion with the New Haven project. The Bureau of
Public Roads is using the project to explore the
feasibility of census-based surveys as a replacement
for the more expensive independent surveys now
being conducted. The Public Health Service is
studying possibilities for improved geographic
coding of vital events and is also surveying other
components of the Department of Health, Educa-
tion, and Welfare to ascertain their interest in local
area data. The New Haven data will be used to
experiment with computer graphics systems and
with the assignment of grid coordinates to data for
expanded analysis of special relations. An attempt
will be made to define new indices of property
characteristics and of social problems which local
areas may find useful in analyzing 1970 census
results. Finally, the data developed by the New
Haven project may provide the basis of a rudimen-
tary data bank for the area.

During the discussion, Mr. Fay stated in response
to a question that the Bureau was not yet committed
to maintaining the address coding guides after the
1970 census, but it seemed essential to do so. Mr.
Mindlin asked for a definition of the term “census
data bank.” Mr. Voight desctibed it as an informat-
ion retrieval system for the area, which related
census data to data from other sources. Mr. King
suggested that an example would be the potential
use of area data from the New Haven census of 1967
to provide a baseline’ for evaluating the operations
of a mental health center to be established in the
area. The Department of Epidemiology and Public
Health and the Sociology Department of Yale Uni-
versity are also interested in population studies based
on these data. Mr. Mindlin noted that, if the 1970
census retains individual records by address, inte- .
gration of census and local records by location will
be possible, and that, if the census obtains social
security numbers, integration of census and local
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‘records on a personal basis will be possible. Mr.
Voight stated that social security numbers would be
obtained in the New Haven census.

LOCAL ACTIVITIES RELATING

PLANNING

Data Systems in a Metropolitan
Department and Their Uses for
information and Planning

TO HEALTH

Health

Dr. Matthew Tayback, of the Baltimore City De-
partment of Health, pointed out that new census
data will not be available until 1971 or later, while
data for local areas collected in 1960 are now of
severely limited ufity. Health problems are
changing and heaIth departments do not determine
the timing of legislation. Yet their response must
be a dynamic pIanning effort supported by infor-
mation systems flexible enough so items can be
dropped, added, or changed as planning needs re-
quire. Needs for health services are determined by
population characteristics and the environment. A
health information system must adjust to rapidly
changing population characteristics.

Family planfig activities provide an example of
a health department objective which could not have
been anticipated. In a few years, national policy
has changed and transformed family planning from
a concern of the private sector into a public problem.
Local planning of family-planning programs re-
quires information about the current situation and
cannot await the next census. Similar urgent plan-
ning problems were posed by recent legislative ac-
tions expanding maternal and child health services,
by legislation expanding community mental health
services, and by “medicare” and related legislation.
These acts were addressed to a uniquely urban pop-
ulation. Planning to implement them cannot await
1970 census results. Distribution of the area’s
population by age, sex, and economic characteristics
must be known now.

The concept of health authorities generating their
own demographic data was recognized years ago in
Baltimore. This is not meant to deprecate vital

statistics data and communicable disease reporting,

but they have serious limitations for today’s prob-
lems. Dr. Tayback’s predecessor in Baltimore (the
late Dr. W. Thurber Fa.les) set forth the preemi-
nent need for demographic information in health

planning. Today more money and effort to sustain
the health dep~ent’s capacity for generating its

own information are ‘needed.
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Resource analysis is a facet of the health depart-
ment’s armentarium in urgent need of development,
Health departments should coordinate inventories
of available physicians, nurses, auxiIiary personnel,
and facilities. This is not complicated, but it re-
quires determination. Whether such inventories
are used in choosing priorities depends on the reac-
tion of the health power structure to evidence de-
veloped. But legislation defining health commit-
ments has outrun our capacity to plan rationally for
solution of problems. Rarely is any agency in con-
trol of all resource tiocation. In the future, the
agency which becomes master of resource analysis
data will have a preeminent position in allocation
of resources. At present, the concept of total com-
munity resources and their allocation to areas of
greatest need is not used. The Baltimore Health
Department is now beginning to devote more staff
time to resource analysis.

In the discussion of Dr. Tayback’s paper, Mr.
Mindlin pointed out that obsolescence of census data
is a particularly crucial problem where small area
data are needed. This indicates the importance of
obtaining a mid-decade census in the 1970’s. Mr.
King asked whether Dr. Tayback were advocating
local surveys in each area. If not, what alternative
sources of data did he propose? Whether or not
such surveys were recommended, where would the
statistical personnel be found? Dr. Tayback re-
plied that he thought adequate statistical skill existed
in most areas. Mrs. Anne Cugliani, of the Popula-
tion Health Survey, New York City, noted that
their health survey produces extensive denominator
information of value to other departments and turns
up demographic information of widespread public
interest. She has found statisticians are lessdifficult
to obtain than interviewed.

Mr. Quentin Remein, of the Division of Chronic
Diseases, PHS, asked Dr. Tayback’s opinion of
cost-benefit analysis as a justification for health
programs. Dr. Tayback suggested cost-benefit
analysis is not always practical. The cost of an
unplanned pregnancy, for example, may be con.
strued as so great as to justify almost any input.
Cost-benefit analysis is complex, and estimation of
benefits leads into areas of subjective valuation, but
may be useful if skillful analysts are available,
Mr. Todd Frazierj of the District of Columbia,
commented that critics may demand analysis of
the cost of numerous alternative methods requiring
a large investment of staff time. Dr. Tayback
replied that many people are interested in the best
end-product and are not too concerned with cost.



They consider the goal to be discovery of the best
technique available.

Local Data Banks

Mr. Albert Mindlin, of the District of Columbia
Government, described the concept and operation
of data banks, a recently developed resource for
local area data. Their novelty is primarily a result
of technological developments which provide means
of interrelating existing information. He defined a
data bank as a computerized reposito~ of selected
information from various sources, with identifica-
tion of individual records being retained, together
with the programs and procedures necessary to
maintain and manipulate the data. Data are
extracted from operating agency records-of ten as
fifth-carbon files-in order to serve more general
purposes than the day-to-day operations of the
contributory agencies.

Several distinct types of data banks exist although
the following list is not exhaustive:

1. Real property data bank. The basic unit is a
parcel of land, and the bank contains infor-
mation on its size, physical characteristics, tax
status, assessed value, and characteristics of
structures erected upon it.

2. Geographic data bank. The unit is also a parcel
or lot of land but information is social+. g.,
presence of a juvenile delinquent, site of a

crime, presence of a relocated family, etc.

3. Person data bank. The unit is a person. The
record consists of integrated information about

him obtained from various official sources.

4. Family data bank. The unit is a family, and
records consist of information about family
members.

As yet only one or two local geographic banks
exist, while person and family data banks do not
exist, although first approximations to person banks
should develop rapidly in the immediate future
as the result of Medicare legislation. Several
property data banks are in existence—in the District
of Columbia, Alexandria, Vs., Philadelphia, and
elsewhere.

Creation of a data bank can proceed on a large
scale, m in Alexandria where several departments
participated from the beginning, or step by step, as
in the District of Columbia where the bank was

started by computerizing the entire assessment roll.
In either case, banks extract information from pres-
ent operating procedures, computerize it, and ma-

nipulate it as a separate operation, without funda-
mental revision of existing operating procedures.

In the District of Columbia, the property data
bank file is the one universal file for the city and
serves many purposes. It is a principal source of
directories, providing addresses, types of business,
and other information. It has provided data useful
for land use distribution studies; health control of
vacant land; acquisition of sites for schools, public
building, and road right-of-way; location of employ-
ers for poverty programs; various planning and pro-
gram purposes; and as a universal framework for
mechanization of files of other public agencies.

In the future, social, person, and family data
banks seem inevitable, but will be more difficult to
create. By record linkage, these could integrate
records of health and welfare departments, court
and other special records as obtainable. The prob-
lems are more complex because individual records
rather than those for locations must be matched.
Moreover, confidentiality must be preserved. Ad-
ditional problems are posed by matching family
records and maintaining records on a current basis.

A fundamental issue is being raised because the
Medicare program will force the integration of per-
sonal records. Few persons are aware of how much
data on them are available in various dispersed
files. The historical possibility of integrating such
records is now upon us and raises the question, “DO
we want to do it?” Integrated data are essential
for administration of legislative acts already passed.
Still, “1984” is possible as a consequence of our
liberal intentions unless the problems of con-
fidentiality and privacy are resolved.
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Health Manpower Statistical Requirements

of the Federal Government

Dr. William L. Ki*ick, Chief Division o}
Public Health Methods, Ofice of the Surgeon
General, PHS

I think that it is easiest to pursue this topic within
a context which we find emerging very rapidly at
the present time. It is appropriate to mention the
Planning-Programing-Budgeting System reviews
which are in progress in the Department this week
because this activity, regardless of whether or not
one supports all of this concept or its =smption,
requires a specificity and quality of information
which many people have sought or desired hereto-
fore, but for which we have not really had this
severe requirement for program direction. Many
of the questions that are being raised by the analysts
in the staff of the Office of the Assistant Secretary
for Program Coordination require a detail of infor-
mation and a precision of information on many
activities which we do not have at the present time.
I find that the more we work with them, the more
I fall back on the statement that “YOU are right; you
are asking the right questions, but we do not have
the answers for them at this point.”

What this program structuring does is to look
at activities in a very broad and useful context, one
in which we need to pursue our thinking on health
manpower. If we are looking at health manpower,
the question is “Manpower for what?” At the pres-
ent time, the “for what” is a $40 billion enterprise,
representing approtiately 6 percent of our gross
national product. This is a health enterprise or the
health endeavor in our society.

Looking at the probable rate of growth as a pro-
jection of previous growth over the past 10 to 15 to
20 years and just making a linear projection, one
can foresee approximately 7 percent of the gross
national product in 1975 going in this area of our
societal activities. If there is a more rapid rate of
growth that would reflect a rising expectation, and
this appears evident from the periodicals and news-
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papers and the discussions around Medicare and
other topics, we can assume that the percentage will
be higher. We may be talking in terms of an $85
to $90 billion enterprise by 1975, given in constant
dollan.

This enterprise is based upon three essential,
basic resources. They are the same resources that
any aspect of our economy requires: manpower,
equipment (or capital stock as the economists
would refer to it in other systems), and the state
of the art or knowledge.

In health, we have addressed ourselves heretofore
to research; biomedical knowledge and health-
related research have received a great deal of sup-
port since the Second World War. The support is
in excess of $8 billion and will probably be increased
by $2 billion next year. The creation of facili-
ties has received rather extensive support, the Hill-
Burton program investing $21/2 billion since its in-
ception, matched by another $5 billion of appropria-
tions at other levels of Government, private funds,
and so forth.

We are just beginning to look at manpower—the
third basic resource in this area. With the excep-
tion of some support of research training in various
precise fields of this nature, this resource has yet
to receive much attention.

“Manpower” was begun on a large scale in 1963,
when the first Federal legislation passed, State
governments have been putting a good deal into the
education of health professionals-dental, medical,
nursing, and so forth. We are not certain exactly
how much has been invested, but until very recently
State governments have been far more involved than
the Federal Government.

The next element of the economic structure of
society is the efficiency of use, or the degree of
effectiveness of use, of the resources. This, in turn,
is another area to which we are just beginning to
address ourselves in health. How do you get the
most effective utilization of fiese resources? How
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do they relate one to the other? How do you get
economies of scale, to use the economists’ approach,
or get an effectiveness or eficiency in the way these
resources are related and the way the services are
provided?

Many people say that we are waiting for the
Flexner report of this era or of this decade. I sus-
pect that it either has been written, is being written,
or will be written in the next few years or perhaps
even months. There are several candidates for this
report, and I do not think we are going tO knOW
~hlch one is actually the report or its equivalent;
perhaps we will know in retrospect.

Fred Hechinger, the education editor of the New
York Times, defined the activities of commissions,
committees, or task forces as the contemporaq
equivalent of the chorus in Greek drama; they have
the responsibility of defining the issues, identifying
the protagonists, and forecasting the crises, but
under no circumstances do they interfere with the
action. Well, we have had several of these com-
missions, committees, and task forces working dur-
ing the pmt few years. I think probably the initial
one dealing with the current activities was the Tru-
man Commission which in 1952 rather dramatically
forecast manpower shortages in “Building America’s
Health.” In 1959, the Bane Committee looked at
“Physicians for a Growing America” and tried to
get some assessment of the requirements in this
area. In each of these reports, it became evident
that there were deficiencies in the quality of our
information-in, our awareness of the numbers of
individuals, how they were distributed, and the
services they were providing.

“Toward Quality in NursingJ’ the nursing s~dy
of the Surgeon General’s consultant group, was
one of the next efforts. The CoggeshaU report,
published in 1965 and addressing itseHto “Planning
for Medical Progress Through Education,” looked
at many of these issues. The Minis Commis-
sion to review graduate medical education-Her
Majesty’s Royal Commission equivalent-whose
report will be available in the AMA News of Sep-
tember 19, 1966, was appointed and supported by
the American Medical Association but operated
apart from it under the direction of the president
of Western Reserve University, President Minis.
There is a study currently underway by a sub-
committee of the National Advisory Health Council.
This Council, advisory to the Surgeon General, is
looking at allied health professions personnel and
will have a report in some fom in the latter part of

—, .-..

the summer or the fall. One of the main tazk forces
of the National Commission on Communitv Health
Services addressed itself to manpower a; a very
critical activity.

For those of you who have been following the
discussionsin the press at the present time, we know
there is a manpower shortage because Walter Lipp-
mann tells us so; and I think that tis suggests that
there is an increasing awareness of things which
have been written about, and spoken about, and
discussed, and debated for quite a while by other
individuals.

The most recent arrival on the scene is the new
National Advisory Commission on Health Man-
power, announced by the President approximately
a month ago, which will be operated out of the
White House through the Office of Science and
Technology under the chairmanship of J. Irwin
Miller who is connected with a large industrial
firm-I believe the Cumrnins Engine Co. Several
health professionals and renowned public citizens
are members of this particular Commission, created
by Executive order to have a life span of 1 year
from its first meeting which will be held at the end
of June. I am sure that as this Commission ad-
dresses itself to the problems of our manpower
requirements it is going to find, as all the others
have, that the qua.Iity of information is of a sort
which is going to cause a great deal of trouble,
particularly in moving from head counts of in-
dividuals in particular areas to the quality of
services-quality in the sense of types of services
they represent, how they provide the services, how
many services are available, and under what cir-
cumstances the services are repre~ented.

Thus, we are moving beyond what I call the
Gertrude Stein approach to health manpower—
that a nurse is a nurse is a nurse is a nurse-to a
realization that a lot of individuals are, for all
intents and purposes, in a single category repre-
senting a whole variety of services under certain
circumstances. We are going to have to get this
type of awareness as to what services they do rep-
resent and how they can operate. in some fashion
to present a greater delivery of service, both in
quantitative and qualitative terms.

This brings me to my final point-that as we
have made major investments in the first two of
the three basic resources, I think we are on the
threshold of massive investment in the third area,
the area of health manpower. With the Health

263

I



Professions Educational Assistance Act of 1963 and
its amendments in 1965, the Nurse Training Act
of 1964, the Vocational Education Act of 1963,
and the Manpower Development and Training Act
of the Department of Labor in 1962—all of which
have programs that are concerned with the develop-
ment of health manpower—as well as the new pro-
posed legislation for allied health professions, I
think that, taken together, these are a pretty good
indication that we are at the threshold of rather
extraordinary investments in health manpower.
I am willing, as an individual, to predict that over
the next decade these investments will probably be
on the order of tens of billions of dollars. In other
words, the same general frame of reference in
which previous investments have been made in
these other critical resources applies; so that as we

begin these investments and make the investments,
I think that the questions that are going to be asked
are: How can these investments be justified, and
how are they utilized and related in some fashion in
terns of delivery of services?

The only way we are going to be able to answer
these questions, and I return to PPBS, is by having
accurate information, detailed information, precise
inforxnation of a very great degree of definition or
resolution, if you will, and information that is
related to impact analysis. What are the outputs
of these particular investments? We are going to
have to be looking at our activities in terms of out-
put, and the only way in which we can get a
quantitative assessment is by getting a far greater
grasp of what we are doing and undertaking at
the present time.

The NCHS Responsibility for Reporting Health

Manpower Statistics
Mrs. Maryland Y. Pennell, Chief, Health
Manpower Statistics Branch, O@ce of the
Director, National Center for Health Statistics,
PHS

The Health Manpower Statistics Branch was
established in the National Center for Health
Statisti~ in October 1964. The functions of the
branch include statistical studies to determine the
numbers, distribution, and characteristicsof our
existing supply of manpower. We are talking
about more than 100 professionsand occupations.
Now I know that professions are a part of occu-
pations, but it seems everybody’s feelings get hurt
if you leave out the word “professions.” If you
use synonyms for specific occupations or designa-
tions related to field of practice or place of
employment, you can come up with more than
300 primary and alternate job titles. So, nobody
really has a firm count of health occupations—
except that in the Center we wish to identify all
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in which the workers are required to have special
education or training designedto help them func-
tion in a healthsetting.

The point is, how do you get statisticson these
manpower groups? I w~ give a brief outline of
such sourcesand then you may thinkof otherways
for specific occupations. We do not attempt to
include information on the personswho perform
the business, clerical, and maintenance services
essentialto the operation of health facilities and
agencies. Of course theseoccupations are essen-
tial, but they are not unique to the health field.

Sources of manpower statisticsmay be related
to education, licensesto practice, certification or
registration, membership, place of employment,
or other factors. I W talk about each one in
turn.

We often identify people in the health field
through fieir educational background. A person
with an M.D. is a physician regardl~ of whether

he sells real estate. This example is one of the



better ones that I could give for physicians not
active in the medical profession. When we pre-
sent the AMA statistics on physicians, we have to
know that the count includes those who are re-
tired or not engaged in medical practice. But,
we consider that all physicians should be counted
since they theoretically would be available to pro-
vide medical services in case of emergency.

The master’s degree is usually required for
I social workers; a master’s degree in public health,
1 for health educators or nutritionist. Occupa-

tional therapists, physical therapists, and statis-
ticians are examples of persons for whom the
educational requirement is a bachelor’s degree or
higher. Professional nurses may have a bacca-
laureate (4 years), diploma (3 years), or aasociate
arts degree (2 years). Below the baccalaureate
level, we can identify dental hygienists who have
completed a 2-year course and practical nurses
and medical record technicians with 1~~ yean of
education. Information on persons who have
received on-the-job training can ordy be obtained
through ad hoc surveys, censuses of the general
population, or through surveys of places where
they work. On-the-job training is usual for
dental assistants and technicians with a high
school education. However, fomal educational
programs are being developed in both areas.

Another way to identify health manpower is by
the ficense issued by a State organization permit-
ting practice. Some of the Stales issue w~rk per-
mits so that they can keep track of how many
persons are engaged in what activity. I was try-
ing to get some information on midwives, and it
turned out that I asked about registration and did
not mention work permit. The reply from Mis-
sissippi indicated that they did not license mid-
wives but they could tell me how many had
current work permits. So, the kind of statistics
you get back depends upon how you phrase the
question.

Cefication or registration by professional
organization is another source of manpower sta-
tistics. Within some professions there.are spe-

cialty boards, certification boards, or registries
established by the profession itself for the purpose
of distinguishing quality. Diplomats of three

boards have usually met certain requirements of
education, expedience, and competency, and have
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passed an examination given by the board. They
are then permitted to use specific professional
desi~ations such as MT(ASCP ) indicating that
the medical technologist has been registered by the
Board of Registry of Medical Technologists of
the American Society of Clinical Pathologisfi.

The American Medical Association lists as spe-
cialists persons who indicate that they limit their
practice to a specialty. But this does not always
mean that they ha,ve been certified by one of the
American specialty boards. Nevertheless, we
count them all as specialists.

Health personnel may also be identified
through association membership. Most of us be-
long to one or more orgatiations. It has been
told that some of the enginee~ belong to more
than 20. When you try to establish counts of
health manpower by means of association mem-
bership, you have to consider this duplication so
that you cannot add all association memberships
to get an estimate of the numbers in tie field.
Memberships in one specific association may rep-
resent nearly all persons in a selected health field,
as in the cme of the American Occupational
Therapy Association, or only a small portion of
those carrying the job title, as in the case of the
American Society of Radiologic Technologists.

Agencies and establishments that provide
health services also can give us information on
manpower. Later on you will hear about the
current survey of personnel employed in hospitals
and related institutions. A companion. survey is
being conducted for non-AHA hospitals and ex-
tended care facilities.

Establishment surveys do give data on those
pemons currently employed. They may provide
some information bn educational qualifications,
but they will not tell us about persons with similar
traking who are not currently employed.

The decennial censuses provide statistics for
each of about 18 occupations in the health field.
We also can obtain identification of individuals
through commercial “list houses” or listings in
telephone books and city directories. If you are

in a strange city and have need for a physician,
you may resort to the yellow pages of the tele-
phone book.

Today we are particularly concerned with State
hcensing agencies. About 28 occupations in the
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health field are licensed in one or more States.
All States and the District of Columbia require
that the following health pemnnel have a license
to practice: dental hygie~, dentists, environ-
mental health engineers, optometrisfi, pharma-
cists, physicians (M.D. and D.O. ), podiatrists,
practical nurses, professional nurses, and veteri-
narians. All except a few States license chiroprac-
tors and physical therapists. About 20 to 30
States license midwives, opticians, psychologists,
and sanitarians or sanitary inspectom. One to five
States license hospital administrators, nursing
home administrators, clinical laboratory directom,
clinical laboratory technologists or technicians,
health officers, psychiatric aides, sociaI workem,
and X-ray technicians. In some States the law
authorizes the licensing of naturopaths or other
drugless healers.

The Council of State Governments, under con-
tract with the National Center for Health Sta-
tistics, is in the process of analyzing data on
policies and practices of the State agencies. The
survey should provide information on licensing
qualifications, reciprocity, and other related mat-
ters, as well as the numbers of licenses in effect.

I want to mention also the NCHS contract
with the National Association of Boards of
Pharmacy to provide information on licensed
pharmacists. We have had some expedience in
this field in connection with the 1962 survey
which showed that one pharmacist had m many
as nine different State licenses. We hope to use
the Social Security number as one means of elim-
inating duplication.

These are our major activities in the Center to
obtain health manpower statiics.

Statistics for the Nursing Field Available

Through Licensing Agencies

Dr. Eugene Levine, Chief, Manpower Analysis
and Resources Branch, DivNon of Nursing,
Bureau of State Services, PHS

It may seem odd to use the tem manpower in
a field like nursing, which is 99.9 percent female.
I was giving a tidk recently on manpower and I
said, “When we talk about manpower in the field
of nursing, the term manpower is synonymous with
woman power; in other words, in manpower, man
embraces women.” Now when I said that every-
body laughed. I really couldn’t see what was so
funny about that, but they laughed.

When we talk about nursing, we are dealing
with the largest single health manpower field. If
we added up the numbers of persons in the various
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categories of nursing, we would come up with well
over 2 million people. This means that nursing
is not only the largest health manpower field, but is
probably one of the largest manpower fields among
all occupations.

Just to give you a quick statistical rundown—
among the active manpower supply—we have 621,-
000 professional nurses (RN’s), 282,000 practical
nurses, and 500,000 aids, orderlies, and attendants,
If we consider the inactive group (those trained but
not working as nurses), we find a half million pro-
fessional nursesand about a hundred to two hundred
thousand practical nurses. Finally, if we add Up
the number of nursing students, we would have
nearly 136,000 students in schools of professional
nursing and about 34,000 students in schools of prac-
tical nursing.



So we are dealing with a very large and very
complex manpower field, further complicated by
the many dMerent places of employment of nurses.
Nursing personnel work in over 7,000 hospitals listed
by the American Hospital Association, 2,0C0 hos-
pitals not listed by the American Hospital Associ-
ation, 25,000 or so nursing homes and other kinds of
extended care facilities, 4,000 industrial plants, aP-
proxirnately 9,000 public health agencies afid public
schools, and 40,000 physicians’ and dentists’ offices.
This adds up to about 87,000 different places of
employment. And, of course, these are spread
widely throughout the country. Every State, and
practically every county in the United States, has at
least one professional or one practical nurse.

Now, how do we count membem of the field of
nursing? I will briefly mention the two major
ways—through employers and directly through the
individuals themselves. I will not say too much
about employer counts. Dave Hoover will proba-
bly talk about the current study of hospitals and
related institutions. I will mention one study that
the Division of Nursing does every couple of years—
the study of public health agencies employing public
health nurses, which obtains counts of employed
nurses including their characteristics. I mention
this study because I know that some people in the
audience are from State health departments. The
questionnaires that you people receive every 2 years,
called the Census of Public Health Nurses, originate
in the PubEc Health Service. This is probably the
oldest continuing manpower study in the Public
Health Service. I think that it was started way
back in 1930.

As far as counts of individuals are co~cerned, I
might first mention the American Nurses’ Associa-
tion membership list. Unfortunately, nurses are
not too prolific as members of their association,
There are an estimated 1 million registered nurses
who are alive today, and only 150,000 maintain
membership in the American Nurses’ Association.
That is 15 percent, So we cannot use the mem-
bership list if we are trying to get a complete man-
power count.

We have another count of individuals enumera-
ted in the Census Bureau’s decennial census. I
will not say too much about that source myself, be-
cause there may be a representative from the Cen-
sus Bureau here. Although the census may have
certain limitations, it does provide us with certain
data on nursing manpower unavailable elsewhere,
such as race.

The third source of manpower data on nurses

collected from individuals is the licensing mecha-

nism. I feel this is the best source of data on nurs-
ing manpower. The Public Health Service has a
contract with the American Nurses’ Association
which provides for the collection of data on profes-
sional and practical nurses from every State board
of nursing in the country through the licensing
mechanism. Each time a nurse is licensed for the
first time or renews her license, she responds to a
series of questions concerning her marital status,
year of birth, place of employment, type of em-
ployment, type of training, etc. These are then
tabulated centrally to provide detailed information
on nursing manpower.

The licensing mechanism has many advantages
as a source of manpower statistics:

1.

2.

3.

4.

It is complete, at least in terms of licensed man-
power, and among professional nurses about 95
percent of those who are employed ‘me licensed.

It is comprehensive because it not only reaches
the active nurses but also those who are inactive.
When manpower statistics are collected from em-
ployers, tie inactive supply—an important source
of potential manpower—is, excluded.

The licensing mechanism is an inexpensive way
of collecting manpower date. We estimate that
it costs 10 cents a respondent to collect data on
nurses through the licensing approach. That
cost is for the total study, from the questionnaire
to the final report. I do not think you can get a
study my cheaper than that.

The licensing mechanism provides us with a
mailing list for a variety of followup studies.

Now there are some limitations to the licensing
method. One is the problem of thing. Every
State seems to have a different licensing period.
Some license nurses annually, while some license
every 2 years. Moreover, expiration dates vary
widely, ranging over every month of the year. Fi-
nally, some States license on the birthday of the li-
censee and some license on the anniversary of the
original date of licensing, This means that the col-
lection of data through the licensing mechanism
has to extend over a 3-year period, making it diffi-
cult to place a precise date on the data that are put
together from all the States.

Another Iiiitation is. the number of items that
can be included on a questionnaire of this kind,
since it has to be geared to the licensing application.
Many States use an IBM card or even a smaller
document, so we have to jam our statistical ques-
tions into a very small space. This does not leave
much room for anything except the basic, core
questions.
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I wodd like to mention one other source of data
on individuals in the health manpower field which
I thi~ will become increasingly important over the
years. This is not a new approach because the Na-
tional Science Foundation has been using it for
quite awhile. This is the cohort approach, in which
you stati with a specified group and follow them up
longitudinally. In 1962, the National League for
Nursing selected a group of entering nursing stu-
dents in the four Merent types of initial (under-
graduate) nursing program—practical nursing, he
2-year associate-degree program, the 3-year diploma
program, and the 4-year collegiate program. The
League drew a sample of 12,000 students and is
planning to fo~ow them up for the next 20 years
to find out what happens to these people year by

year—how many complete their education, how
mwy drop out, and so on.

One of the big problems in nursing is the
tremendous attrition rate among practitioners. We
have no hard data on what this attrition rate is,
and we are hoping that this study will provide us
with this fi,formation. We liked the cohort ap-
proach so much that in 1965 the Public Health
Service contracted with the National League for
Nursing to draw another sample of entering nursing
students. We now have two cohorts, the 1962 and
the 1965 entering students, and we are going to
follow both these groups for 20 years to find out
more about the career patterns of nursing man-
power.

Dental Manpower Statistics Available

Through State Licensing Agencies

Dr. Donald W. Johnson, Acting Defiuty Chief,
Resource Analysis Branch, Div%on of Dental
Health, Bureau of State Services, PHS

First, I would like to point out that, in addition
to dendsts, the dental manpower supply consists
of three auxiliari~dentd hygienists, dental
assistants,and dental laboratory technicians. In
1965, the total dentist supply was ~timated to
include 93,400 active and 15,900 inactive den-
tists. ~ese figures include dentists in the mili-
tary and other Federal services, but exclude the
graduates of dentd schook in 1965. About
15,100 dental hygienists are cuITently in practice,
including those working both fti tie and part
time. The dental profemion currently employs
an intimated 91,000 dental btants, while labo-
ratory technicians number about 25,500, includ-

ing 20,200 working in commercial dental lab~
ratories and 5,300 employed in private dental
offices.

The Division of Dental Health is developing
a national data compilation system for collecting
more reliable and up-to-date information on the
dental manpower supply than h% heretofore been
posible. Under a contract with this Division, the
American Association of Dental Examiners—
working through itsmembem,the51 Stateboards
of dental examiners-has established this plan
for collecting national data from all licensed den-
tists and dental hygienists at the time of their
annual or biennial reregistrationwith the State
examiningboards. Becausedental wistants and
laboratory technicians are not licensed, the collec-

tion has necessarily been limited to dentits md
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hygienists. The system was established in 1965
with a survey of licensed dentists, and this year
it has been expanded to include a survey of
licensed dental hygienists. We are very pleased
with the way both surveys are progressing and
hope that each survey can be repeated periodi-
cally, perhaps every 24 years.

The fir~t cycle of the dentist survey is in various
stages of development because reregistration
dates vary among the States. The dental exam-
ining board in each of 43 cooperative States is
mailing the survey questionnaires with license re-
newal applications. Each dentist returns the
completed questionnaire to his State examining
board which in turn forwards all questionnaires
to the American Association of Dental Exam-
iners. The Association edits and codes the ques-
tionnaires and punchm the survey data on cards
for machine tabulation. The Division tabulates
and analyzes the data from each State survey
after the punchcards are received from the asso-
ciation. Data collection has been completed in
35 States, and reports are being prepared con-
taining the analysis of the survey results.

Data from the first cycle of the dentist survey
present a rather detailed picture of the current
dentist supply within each State. In general, this
information includes the current status and activ-
ity of dentists, their profewional background, and

selected characteristics of their practices such as

specialization and auxiliary utilization. It is an-
ticipated that future cycles of the survey will
collect the data needed to maintain a current

count of dentists and provide information on their
location and activity. Mso, more detailed infor-
mation may be collected on a sample basis.

Almost 30 Stata have already agreed to par-
ticipate in the first cycle of the dental hygiene
survey which was initiated ody 5 months ago.
Because of the interest shown by State examining

boards, it appem that most States will eventually
participate in this survey. Following procedures
similar to those for the dentist survey, the same

type of data will be collected for the active hygien-

ist as for the dentist. In addition, information
will be obtained on future career plans of the
licensed hygienist who is not professionally active

at the present tie.

Each State dental examining board will receive
a written report, as well as the basic tabulations
from both the dentist and dental hygienkt sur-
veys. These reports will highlight the distribution
and characteristics of the current supply of den-
tists and dental hy~enists-for example, sources
of supply, age distribution, county location, pro-
fessional activities, and practice characteristics.

Survey findings will be used in estimating the
Nation’s manpower training requirements for
dentists and dental hygienists. The dental pro-
fession, governmental agencies, and colleges and
universities need such estimates to plan for new
and expanded dental schools and additional
dental hygiene training facilities. Data from the
first cycles of the surveys have already been
utilized in estimating requirements in South
Dakota where a new dental school and a new
hygiene training program are currently under
consideration. By using the age distribution of
dentists and hygienists currently in practice, it was
possible to determine the numbers who will still
be in practice in 1980. These data provide the
basis for a more accurate estimate of the addi-
tional numbers who must be trained in order to
meet the demands for dental services in South
Dakota in the next 15 years.

When the data are available from all of the
States participating in the first cycle of each of
the two surveys, the information will be presented
in new sections of the Health Manpower Source
Book series, pub~ihed by the Public Health Serv-
ice. ~ese two publications will present up-to-

date State and metropolitan area data in tabular
form, as well as natiom=dand regional summaries
and analyses of dentist and dental hygienist man-
power. In looking ahead to other potential uses

of the survey data, each respondent was asked to
provide his social security number which w~ per-
mit the identification and comparison of data

supplied by each respondent in various survey
cycles. After completing several cycles, it will

then be possible to develop trend data and to

make longitudinal studies of the dental prof-ion.

In both the dentist and hygietit surveys, the
State dental examining boards are experiencing

a very high response rate—f or example, the first

10 States conducting the dentist survey averaged
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a 92-percent response. Many of the examining
boards are dso furnishing available data on non-
respondents. As a result, these surveys are pro-
viding more accurate and comprehensive data
than were previously available.

Indeed, it is unfortunate that the surveys con-
ducted by the State examining boards cannot be
extended to the 25,500 dental laboratory tech-
nicians and 91,000 dental assistants who are not
licensed. Because there is no one source for con-
tacting all laboratory technicians and dental
assistan~, survey procedures are more difIicult to
develop. However, possible methods of conduct-

ing surveys of these two occupations are now
under study in our Division.

As I have tried to outline for you today, the
data which are being collected by the State exam-
ting boards provide a comprehensive picture of
the current dentist and hygienist supply and a
basis for deterrnirning future manpower require-
ments. The State boards of dental examiners
have played a vital role in developing these
statistics. We urge you to famifiariz’e yourself
with these dz.ta when they become available in
your State and to utilize them as a tool in develop-
ing the dental manpower recources in your State.

The Role of the State Health Department in

the Production of Health Manpower Statistics

Dr. Franklin D. Yoder, Director of Public
Health, Illinois Department of Public Health

Perhaps it is helpfd to take a look at a specific
State and see how it relates to the problem of health
manpower. I might begin by saying that Illinois is
the fourth State in population. It has 10,600,000
people, comprising about 5.5 percent of the U.S.
population. The Director of Public Health has
the authority by law to supervise the interests of the
health and lives of the people of the State of Illinois.
This responsibility is probably greater than that car-
ried by any oficer in the State government except
the Governor. The Director of Public Health has
the authority to do something with health man-
power. 1 do not mean to imply that he has had
enough to do with it, because he has been deficient
in many respects which I will tell you about.

One of the panel membe~ said, at noon, that
being Director of Public Health in Illinois must be
like being president of General Motors and presiding
at a Chinese be drill. WeU, that is somewhat
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descriptive of the contrasts in this very interesting
position. We have in Illinois approximately 1,200
employees in the State Health Department, 1,200
employees in the city of Chicago Health Depart-
ment, and 500 more in other local health depart.
ments—a total of approximately 3,000 employees,
This does not, of course, include the health man-
power who work in voluntary health agencies nor
the practicing professionals.

In public health in Illinois, there are, over and
above the 3,000 official health agency employees,
roughly 750 or close to 800 budgeted but unfilled
public health positions. We should have two to
three times this number in terms of demand for
public health services. I used this information
recently to emphasize tie need for a school of public
health in our State, which I think we shall have one
of these years.

Now, regarding the deficiencies of the Director
of Public Health in developing health manpower,
I would differ somewhat with Dr. Kissick on what
the State of Illinois has done in contributing to the



education of the health professions. Some States
have supported universities ad schools that educate
members of the health professions-and some of
these are in the public health field; but it has been
diflicult to tid sufficient State funds. State health
department personnel recognize that legislatures are
somewhat reluctant to appropriate funds for train-
ing of healti manpower—specifically, for the of-
ficial health agency. So I do not know where we
wodd have been without Federal scholarship and
loan funds.

In terms of Federal programs, I want to mention
the proposed comprehensive’health planning and
grants legislation contained in Senate bill 3008.
This will be most im~ortant to health departments.
in terms of “health resource developmen~~’ When
I say “health resource development,” I mean train-
ing, research, evaluation, and complete health man-
power statistics. I think of this pending legislation
as “creative federalism,” which will make it possible
for State and local health departments to signifi-
cantly strengthen their organizations. I know that
vou will amee aa to the need when vou consider the
health ag~ncy responsibilities in rel~tion to the pres-
ent manpower and physical resources. We are
most anxious that this legislation-introduced in the
President’s health message of March l—be passed
in this sessionof the Congress. I consider S. 3008 to
be the first priority in public health today.

Senate bill 3008 provides that the Governor desig-
nate a given agency—the health department-and
a health planning advisory group to represent the
practicing professions and the consumer. I think
it is well that we focus on the needs for health man-
power in this way. Illinois has a number of legis-
lative commissions relating to facets of public
health, one of which is to survey and study public
health generally.,

In thinking of the ways in which we can deter-
mine whether health manpower is adequate in a
given area, I am also considering another sugges-
tion. Information is available on the concentration
of health professions by county, but it is most dif-
ficdt to go below the county level. Is it not worth
considering the development of health manpower
statisticsby census tracts? If we are to carry the re-
sponsibility for the ‘delivery of health services in a
given area, say a census tract, we need to develop
statistics that relate to the health manpower in such
areas. Perhaps, we need to counsel with a lot of
people before we decide. Maybe I am speaking to
Dr. Linder and Mr. Woolsey and some of their
associates.

I was fascinated by the discussion this morning
on health survey techniques. I feel that I have
a great deal to learn. I wish that health adminis-
trators from every State were present to hear the
panel yesterday afternoon and this morning.
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The Role of Other State Agencies in the

Production of Health Manpower Statistics

Mr. David B. Hoover, Manpower Resources
Program, Divtiion of Community Health Serv-
ices, Bureau of State Services (CH), PHS

Since I have come lately to health manpower, 1
feel obliged to identify the organization with which
I am associated. It is the Manpower Resources
Program of the Bureau of State Services, created
last fall to look at health manpower from the re-
search and development point of view. We are
embarking on several different courses of action—
looking at the utilization of health manpower; see-
ing what additiond quantitative information about
health manpower should be obtained; and initiating
a variety of growing programs, research, and demon-
stration projects. We also will serve as a clearing-
house, hopef~y, for healti manpower information.
I see our CCclefighouse” man, Mr. Alex Adler, here
in the audience. He has the title of Scientific and
TechnicaI Intelligence Officer for Manpower,
which I find very impressive. I hasten to add that
we are still a baby organization. At the moment we
are by no means completely equipped to carry out
all our responsibilities, but we do have hopes.

Our main concern is with what health manpower
shordd be and do; we are considering exactly what
the health manpower problems are. Dr. Kissick has
gone over these very nicely. Briefly, we have in-
creasing shortages of highly trained people, relative
to our need for them. We are faced with possible
surplusesof people who work at the semiskfled and
unskilled level. There is more rapid job obsoles-
cence. There are more demands on our health
services establishments. Some way or another we
have to produce more of the right kinds of trained
people, and we have to be able to use them better.

This implies that we are entering an era of more
attention to manpower management on a national
scale. I think that W is true across the board;
it is certainly true of health. We would not want
all this information about manpower, except for

purely historical purposes, unless we felt that some-
thing would be done with it. I think we should
consider this for a moment; because unless you think
about what you are going to do about manpower,
you really do not have any basis for thinking about
what information you need about it.

Manpower management is not anything new. It
is not a spectre looming on the socialistic horizon,
It has been around for a long time. The methods
of manpower management that probably spring to
mind first are the sort one finds farther east-con-
trol of jobs, control of housing, control of place of
residence, and this sort of thing, At the other ex-
treme, you have no management of manpower at
all; you rely entirely on the commodity theory of
labor. We put that stage behind us a long time ago.
In this country, we have been managing manpower
through pemissive arrangements whereby we en-
courage trends in the utilization and production of
manpower; but we do not deny individual choice
to do this or that, with of course a few reservations,
You cannot go out and practice medicine unless you
meet certain qualifications.

Our methods of management include setting edu-
cational standards. Since education and manpower
utilization are inseparable, this is basic, If we did
not have our compulsory school system, we would
not have much to manage. We have accreditation
and certification or licensure programs by which
we can manage people. We have educational as-
sistance progrms which are used to promote so-
cially desirable trends in manpower. There are
economic controls—minimum wage, pay structure,
and pay differentials given for this and that. There
are Federal programs such as WPA, Selective Serv-
ice, and VISTA. Most familiar to us, perhaps, are
recruitment programs put on on behalf of one or
another interest. You might speak of these as “oc-
cupational propaganda.” So it seems to me that
there are ample and quite acceptable means avtil-
able for us to manage health manpower with more
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direction and purpose in the future than we have
had in the past.

Why do we want to manage health manpower?
Well, for obvious reasons. If you look at what we
~resentlv know about marmower in terms of what. .
our management problems ire, the picture is a little
bleak. We have lots of sna~shots. but we do not
have many motion pictures, “and ~hose that we do
have are pretty badly exposed. As snapshots, I
mean the sort of annual statistics that vou get from

,U

surveys of licensing, from the current AHA survey
of ~ersonnel and vacancies in hos~itals, and from

A.

similar studies. These tell us how many people are
where and what they are doing at the moment. A
movie, on the other hand, will tell you what is hap-
pening to individuals over a period of time. A
movie gives you a picture of the dynamics of man-
power; it shows how individuals flow through the
education and work process. This kind of informa-
tion we very rarely g>t. In order to get it you need
registers, continuous surveys, and +at sort of thing.

A good example of why we need dynamic infor-
mation is found in the 500,000 inactive professional
nurses that Dr. Levine mentioned. There are a lot
of programs designed to “help return these nurses
to work.” Somewhere there is a bottom Itilt. At
some point, as you address your propams to more
and more of these inactive nurses. it ‘becomes un-.
realistic and economically wasteful to attempt to do
something to return the residue to work. However,
we do not know enough about inactivity in healfi
professions, especially those in which women pre-
dominate, to know just how far we can go in reduc-
ing the percentage of the occupation which is
inactive at any given time,

What we need in health manpower information,
ideally, is a “Who’s Who” on everybody in health
work, and I guess we need a “What’s What” and a
“Who’s Where,” too. This is being seriously pro-
posed in some quarters. The Association of Amer-
ican Me&lcal Colleges has a committee which is
working jointly with the American Medical Asso-
ciation, the American Dental Association, and vari-.
ous other professional societies to consider the feasi-
bility of establishing a data bank on health profes-
sionals, which would begin when they matriculate
for their professional education and which would
continue ;O follow them throughout life. Whether
or not the economics of this a=e feasible, I am sure
the technolo.w is feasible. The fact that we are
seriously co~s~derin~ operations of this size and-.
scope is to me a very good indication of what is
around the corner for health manpower informa-
tion. It is interesting to note that m-any of the most

far-reaching ideas for getting better information and
for managing health manpower do not come from
the Government; they come from professional so-
cieties and from organizations that represent users
of manpower.

Realistically, we need to start with better use of
the information that is available now, which is apt
to be scattered around when you want it and often
is not comparable. It is very dficult to add the
results of two different surveys together and com-
pare what has happened. We should standardize
nomenclature and our methods of looking at man-
power. We require more precise information on
the location of health workers, on their functions as
opposed to their qualifications, and especially on
forecasted needs.

Obviously, the Federal Government cannot solve
all of these problems alone. The job is too big;
Washington does not have any corner on talent.
We have dificulty in recruiting people to work on
manpower problems. In this connection-and I
guess since I am the last speaker, I am permitted a
little time for a digression-I was talking to a fellow
about the possibility of getting into manpower
analysis and the more I talked, the more distressed
he looked. He finally left with the attitude of the
small boy who wandered into an old country store.
The storekeeper had a cat which had got run over
and left a new batch of kittens. The storekeeper
worried about this quite a bit and finally went out
into the backyard and got an old setting hen and
put her down in the box on top of the kittens. The
little boy wandered in and said, ccWhat have you
got in the corner?” He went over and lifted up
the hen and looked, put it back dow~ and thought a
minute, lifted it up again and looked, and finally
turned around and started for the door. The store-
keeper said, “Well, what do you think of that, boy?”
and he said, “1’11 tell you what I think of that,
mister; I think I’ve ate my last egg.”

Well, everybody has to get into the act if we are
going to meet the demands for health manpower
information. We need to know what local problems
and opportunities there are in health manpower.
Most national manpower problems after all are only
tie stiation of a large number of local manpower
problems. State and local agencies, both official
and voluntary, have a stake in this. They also have
the competence to collect information, and they
have access to the information. The contribution
of nonhealth agencies ought to be fairly obvious.
It is no good planning for health manpower man-
agement unless you look at the constraints that the
total manpower picture puts on you. You need
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labor market data, you need to know about the
economic constraints, and you need to know what
the educational system is capable of producing be-
fore you can even begin to discuss what the health
share of the output of the educational system
might be.

How can we coordtiate the use of all of these
information resources? How can we see that this
information is available when and as it needs to be
used? For short-tern efficiency, we need to sup-
port health manpower data collection, research, and
analysis wherever it can best be done now. In the
long run, the nature’ and function of State health
planning groups, of forward looking and active
vital statistics offices, of medical centers which are
concerned with the delivery of health services, and
of other sorts of organizations need to be considered
in apportioning responsibility for the production
and analysis of essential health manpower data.

We think pat the present situation calls for a
“sparkplug” group at the State or area level. Even
before we escalate manpower data collection, we
need centers to which local data can ‘be fed and in
which demands for data can be coordinated. These
groups wodd develop some expertise in an area in
which experts are homegrown and few and far

between. We envision a sparkplug group like this
as coordinating State-level data collection, carrying
out analyses, supporting other agencies in manpower
statistical activities, serving as an information center,
and doing some research and development.

What organization should be the sparkplug?
We do not know. If you name a particular State
or area, we still do not know, because the people
there who are active and interested and engaged
in health manpower activities can best identify how
to put together a sparkplug and get on with the busi-
ness of using the information that they have,

We believe that these centers for manpower in-
formation and research would function best if they
are not heavily involved in planning. We see such
centers now as feeding information to other organi-
zations which have planning responsibilities, Cen-
ters should be closely tied to the Federal Govern-
ment, to university activity, and to national profes-
sional organizations, since standardization of data
is one of our main needs in this area. 1 should
hope that if such health manpower sparkplug or-
ganizations at the State level develop they will be-
come involved with manpower research as well as
information. From our experience to date, there
are enomous amounts of work to be done.
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I DISCUSSION

The panelists’ presentations and the wide-ranged discussion that followed

1
depicted where we are and where we must go in the health manpower statistics
field. Obviously, statistics of quality and quantity must be developed. The sources
and methods basic to b purpose were discussed in the Workshop. The afternoon
discussions centered around the topics listed below:

1.
2.

3.

4.
5.

6;
7.
8.
9.

10.
11.
12.
13.

14.
15.
16.
17.
18.

:::

21.

Comparison of manpower statistics from census and proftisional associations.
County location of eight health occupations (Health Manpower Source Book

No. 19, PHS Publication No. 263, 1965).
National Science Foundation Register of Scientfic and Technical Personnel,

for data on enginee~.
Availability of published directories on health personnel.
Periodic data from American Medical Association, American Dental Associa-

tion, American Nurs=’ Association, and other organizations.
Model State registration ack for health manpower.
Acceptance of national examinations by State licensing boards.
Unifom dates for renewal of State licenses.
Availability of licensure data on punch cards.
Cooperation of State licensing boards on current manpower surveys.
Motivation for response to survey questionnaire= financed by PHS.
Income of physicians.
Establishment of State health-manpower registration areas, similar to vital

statisti~.
Statistics on foreign-trained health personnel.
Data on trained but inactive persons currently not licensed.
Current educational requirements and effect of “grandfather clause.”
Career ladder approach and upgrading of health personnel.
Source,s of money for manpower research and development.
Cooperative studies and State commissions.
Information on volume of health services currently being provided, measure-

ment of services required, and manpower to provide.
Concept of positive health; Dr. Linder’s article, “The Health of the American ~

People,” pp. 2 1–29, Scientific American, vol. 214, No. 6, dtd. June 19.
1966.
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Record Linkage

DISCUSSION

Suggestions for resuming study of record linkage
grew out of the recognized need to better relate vital
records to each other and to interrelate them to
other types of records. Discussions at the 10th Na-
tional Meeting of the Public Health Conference on
Records and Statistics suppofied this need, and a re-
qtiest by the Association of State and Territorial
Health Officers’ (ASTHO) Committee on Research
and Planning led to passage of a recommendation
by ASTHO that the Surgeon General request the
National Center for Health Statistics to initiate a
study of linked vital statistical data. To implement
this, the Study Group on Record Linkage was estab-
lished in the program of the Public Health Con-
ference on Records and Statistics.

At the record linkage workshop held Tuesday
afternoon, opening remarks by Mr. Saybolt, chair-
man of the Study Group on Record Linkage, were
followed by an overview by Dr. Halbert Dunn, a
progress report by Dr. Sagen, and a number of re-
ports on medical research, patient care, and ad-
ministrative usesof record linkage.

Reporf of the Study Group on Record Linkage

In his opening remarks, Mr. Saybolt drew on the
analogy between record linkage and big business to
set a frame of reference for the pape~ and discus-
sion to follow. He stated that record linkage is
not really a new business but one which needs a lot
of development and organization before we have a
saleable product. The business of record linkage is
diversified and international in scope. In its cor-
porate structure are many divisions, such as adminis-
trative uses, demographic genetics, family health

SUMMARY

studies, patient illness and care, and death clearance.
So far, we are still in the explorato~ stage as far
as the development of efficient managerial practices
is concerned. Production is limited, and the price-
earnings ratio leaves much to be desired. Divi-
dends are infrequent.

Although we are all stockholde~ in the business,
we have not yet seen our way clear to selecting a
board of directors. Our goals are still poorly de-
fined, and as a result our sales force works under a
great handicap.

We have been taking an inventory over the last
2 years of the resources available. The Study
Group’s progress report may be considered as the
first annual report of the company. How long it
will take us to get listed on the big board is a matter
of conjecture, but there are an awful lot of small and
big investors waiting for us to make it so that they
too can get a piece of the action.

Medical Researcl~, Patient Care, and Adminis-
trative Uses

Dr. Dunn pointed out that 25 years ago there was
tremendous interest in the possibilities of national
registration. The need for personal identification
during World War II was so great tiat the vital
records system nearly broke down. The President
appointed a Commission on Vital Records to deter-
mine if a national registration system for personal
identity were needed. The Commission recom-
mended waiting until peacetime for a national regis-
tration system, unless it could be demonstrated that
such a system was needed for military purposes. At
that time, the idea of a national registration system
was a “hot potato.” It would cost millions of dol-
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lars and require the services of at least 30,000 people.
Some persons now feel that the time has come when
another commission of presidential order should be
set up to detetine the present need for a registra-
tion number. Public acceptance is much closer
than ever before. There is a general realization
that identification of people is important. An
identi~ number is the key, and there ought to be
one unique number.

A national registration system would make it pos-
sible for us to settle questions we just toy with now.
Death clearance would be of tremendous value.
Population registers could be set up to tie in with
census records. Small area statistics could be
brought up to higher standards. As an experi-
mental project, a poptiation center could be created
for small areas to keep census figures up to date,
accounting for migration in and out of specific
areas.

It has been suggested that Plan IV of the report
of the Commission on Vital Records be declassified,
released, and made available to the public. It was
necessary to keep these recommendations secret dur-
ing ~~e War because of strong opposition to the
concept of national registration. It was associated
with totalitarian tactics. People do not like the
“big brother” idea of being watched from birth to
death. We will get further with a registration num-
ber if we divorce record linkage from the data bank
concept. There is now no doubt that databanks are
mechanically feasible; the question is whether they
are judiciously in the interest of the people. Rec-
ord linkage is simply the capacity to go from one
record to another. We would be well advised to
develop this capacity with minimum expense. A
unique number would not be an invasion of
privacy. It is a way of positively identifying
ourselvm.

The Chicago death certificate and census record
matched study is an example of what could be done.
As it was, matching was only 80 percent complete
and costly. If capacity to link had been present,
the study codd have been done more efficiently.

The social security number has become a nearly
universal identification number. Internal Revenue
and banks use it. Some States use it to identify
students. With number and name, positive iden-
tification is possible. The question is “What are we
going to do in vital records?”

Comments from the floor, as well as reports to the
workshop, made clear that record linkage is well
recognized as a complicated problem which will
take top-level thinking.
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hlention was made of the Netherlands registra-
tion system. Numbers are assigned to individuals
at the time of birth. The individual’s record goes
with him, and the number stays with him through
life until death. It was described as an ideal way
to follow the population and suggested that we
could learn from their system.

The Welfare Administration has been working
with the Social Security Administration on the prob-
lem of linking family records. Maryland has a
Statewide psychiatric register and has developed a
system of record matching which works quite well,
It is of tremendous benefit in longitudinal studies.

The American Association of Medical Record
Librarians advocates universal health and vital
record linkage. It feels that an all-encompassing
system is needed for health inforrnation, with na-
tional responsibility for output,

A project in Minnesota was developed to describe
the history of a community over the last 30 years.
They have obtained almost complete coverage, with
the overwhelming majority of records coming from
the Mayo Clinic. They have access to birth and
death records and hope to have, among other
studies, a study on cancer with 100-percent follow-
Up.

The Commission on Professional and Hospital Ac-
tivities in Michigan feels the need for a number to
link people together. There is no way of discover-
ing people in mass data. Individuals cannot be
traced. These problems of record linkage are not
of a technical nature. The problems are on a so-
cial, ethical, economic, and political level,

At the University of Rochester, where studies are
concerned with trying to get medical care to people
who need it, record linkage would be of enormous
value. The validity of self-reporting in surveys is
of very low order. It cotid be validated by record
linkage.

Internal Revenue is using the social security num-
ber in tax administration. IRS now has a success-
ful system which involved legislation and the coop-
eration of Social Security and the taxpaying public,
It would find a national death index useful in avoid-
ing issuance of delinquent tax notices to the de-
ceased, something for which IRS receives public
criticism; in giving notice about filing requirements
to the administrator of affairs of the deceased; in
eliminating multiple filing for refunds; and in
checking for change in marital status. IRS feels
that the potential benefits justify continued efforts
to move the study forward.

The Social Security Administration has strong
uses for a death and marriage clearance system in



avoiding unwarranted payments. Social Security
is now willing to discuss the problems involved in
time of number assignment and composition of the
number.

It was reported that Canada has the same prob-
lems as the LTnited States in record linkage. The
Canadian system has no distinctive feature which
makes it susceptible to record linkage. In a study
to determine long-term genetic effects of radiation,
marriage records were linked to records of offspring.
Methodology was incidental to the study. The
number came into play afterwards; it was assigned
after marriage to the bride and groom, then to the
children. Population geneticists feel the st~~dywill
be more fruitful if it is carried to the second gen-
eration. The plan is to link grandparents, cousins,
uncles, and aunts.

The Canadian experience with record linkage ac-
complished three things. First, it proved the tech-
nical feasibility of computerized record linkage op-
erations. Second, it attached quantitative weights
in discriminating powers of particulars on combina-
tions of items that were used in distinguishing gen-
uine or spurious matches. And third, it yielded
indications of the kinds of scientific information
that can be extracted. However, a word of cau-
tion was noted in that any such system must have
carefully laid plans. It was suggested that we have
been preoccupied with feasibility. Now it is time
to acknowledge that it can be done and to study the
advantages of record linkage. Adoption of a com-

mon number would move the job along. We need

to show how confidentiality aspects can be pre-
served.

In Alaska, they are undertaking application of

social security numbers through the hospital. This
birth number is used for immunization control, and
the Indian health program will use it for health

services.

In subsequent discussion, the questions of confi-
dentiality of records and the protection of personal
rights were discussed. It is recognized that the
present plans for a record linkage system, insofar as
they have been developed to date, do not contem-
plate tie release of personal information in other
than those critical areas already established for re-
search purposes or for establishing individual rights.
This is not, and never is it intended, to be a police-
state function but rather a systematic and coordi-
nated method of a linked recordkeeping system in
the United States.

In a closing summary, Dr. Dunn stated that we
have to answer the question “do we want a registra-
tion system for personal identity?” This needs to
be argued in the country and in the Congress. If
the answer is yes, as a minimum:

1. Identity has to gear address into the system,

2. The system has to serve as an index for any other
number system, and

3. National law is required.

The overwhelming opinion of the workshop is
that record linkage is extremely desirable, and by
the use of modern recordkeeping facilities and com-
puter techniques it would be entirely feasible, al-
though a substantial financial involvement would
be required.

RECOMMENDATION

When asked for an indication of opinion, the
participants of the workshop voted overwhelmingly
in favor of continuing a study group on record link-
age as a Conference activity.

DOCUMENTATION

Progress Report of the Study Group on Record
Linkage,PHCRS Document No. 603.5—May 31,

1966.
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Medical Care Statistics
FIRST SESSION

Dr. Monroe Lerner, Division of Medical Care
and Hospitals, School of Hygiene and Public
Health, The Johns Hopkins University

This workshop is intended to provide opportu-
nities for discussion, and perhaps for amplification,
of wme of the major trends and current issues in
medical care organization which were pointed to
during the preceding general session on medical care
statistics. Our special interest is in the implications
of these trends and issues for records and statistics.
At least three of these trends and/or issues consid-
ered as a unit and their implications for records and
statistics provide, in my opinion, a useful framework
for the discussion that is to follow.

Perhaps the major impression emerging from the
preceding discussion concerns the expansion during
recent years in the role of the Federal Government
in financing personal health services. This expan-
sion gives every evidence of continuing. A whole
host of new Federal legislation embodying this trend
and providing new bases for expansion was passed
during 1965 and the first half of 1966.

Expansion of the Federal role in the financing
of health services has taken place presumably in
response to widely felt unmet need for health care
services. Clearly, therefore, the new programs will
merit careful and precise evaluation. Will they,
once in operation, in fact correct the situations of
perceived deprivation at which they are aimed? If
so, and considering the dynamic and constantly
changing nature of man’s definition of his own situa-
tion, will new unmet needs emerge as an immediate
result ? What will these needs be, and how rapidly
will they emerge ? The effort at evaluation should
prove to be useful also as a basis for planning future
programs.

A second major issue considered during the gen-
eral session, and again one with implications merit-
ing discussion in the present workshop, concerns
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the new developments in the concept of a Federal-
State partnership for health. For example, the
Medicare legislation (Social Security Amendments
of 1965) embodied within itself, under titles XVIII
and XIX, quite opposing concepts concerning the
Federal-State division of responsibility for the fi-
nancing and provision of health services. While

title XVIII vests primary responsibility for the oper-
ation of its program in the Federal Government,
title XIX gives this responsibility to the States. The
latter program, however (if I understand it cor-
rectly ), fails to illuminate at least one crucial mpect
of the program. For example, which agencies—
Federal or State—will have the responsibility for
evaluating this program ? Also, within each State,
will it be the welfare or health agencies? What will
be the role of local heath agencies in this regard?

In any case, it is certainly clear that the States,
and possibly the local health agencies as well, will
be asked to embark, in one degree or another, upon
new programs of routine data collection and analy-
sis and upon special studies and other forms of re-
search above and beyond the routine. The third
point emerging from the general session is thus the
challenge to the statistical agencies of the States and
local communities. Can they meet this challenge?
Will the States and local communities be able to re-
spond to this challenge and to expand their statisti-
cal activities, for example, by attracting new talent
on the needed scale? Will they be able to change
the climate in their statistical and research agen-
cies to one that will be conducive to meeting the new
challenges ?

Medical care statistics will be a new area for many
State and local agencies, regardless of whether they
are health or welfare agencies. For example, sta.
tistical offices in State and/or local health agencies
have traditionally been involved in the collection

and, to a lesser extent, the analysis of vital statistics.
In all too many cases, however, their activities have



been unfortunately liiited to this area. While
this is certainly not in any way intended to depre-
ciate the importance of vital statistics, nor the con-
tribution which these statistics have made to our

I unde~tandlng of health trends and needs, it is ob-
vious that much more is now needed. Of course,

I
there are many and well-known exceptions to Wls
general pattern of limited activity by the State and

\ local statistical offices. Many State and local
health agencies have developed excellent programs

for the collection of medical care statistics, and we
shall be hearing from the representatives of some
of these agencies during the course of this workshop.

To begin the program for the first portion of
our workshop, we have arranged for four presenta-
tions on the general topic of medical care statistics.
These are intended to serve as background for the
subsequent discussions of titles XVIII and XIX, in
that order, of the Medicare legislation (Social Se-
curity Amendments of 1965).

Report of
Non-hospi
Ill and Aged

the Study Group on Evaluation of
tal Care Programs for the Chronically

Dr. Isidore Altman, Professor of Medical Care
Statistics, Graduate School of Public Health,
University of Pittsburgh

This afternoon, I think we get down to a few
specifics. I shall limit myself to two collateral
topics—activities at the State level and evalua-
tion-topics which I and one or two other people
around the countryside seem to think are important.
Actually, I had little choice of topic, for at one of
the planning sessionsthe group of so-called experts
who developed this workshop decided as follows:
“The discussion should most certainly include a re-
port from the Study Group on Evaluation of Non-
hospital Care Programs for the Chronically Ill and
Aged. This Group is reviewing methods of evalua-
tion used by State health departments.” The sec-
ond sentence is a little bit premature.

YOU will probably be wondering, as I meander
along, what my words have to do with medical care
statistics. I confess not much in the direct sense
but a great deal in the indirect sense, for there are
possibilities of generalizing from a specific situa-
tion. Please think of what I am going to say to you
as in some measure a “for instance.”

My story of the work of our Group is unfortu-
nately somewhat limited because
nearly as far as we had hoped or

we- did not get
dreamed. This

Study Group was a brainchild or brainstorm of Mr.
Bernard Frank, who is on the platform with us.
At that time he was a member of the Division of
Chronic Diseases. He and colleagues of his were
concerned that, with all the Federal, State, and
local governmental activities going on concerning
services in connection with chronic disease, so little
was known about their achievements-particularly
State and local achievements. Mr. Frank and his
associates especially wanted to know whether there
were records and statistics that were being kept for
the purpose of evaluation. And, of course, they
wanted to determine the kinds of records and sta-
tistics that should be maintained to achieve this
purpose.

These people in the Division of Chronic Diseases
thought that some exploration of approach and
methodology was in order before any large-scale
investigation should be launched. Therefore, Mr.
Frank came to the PHCRS to seek its help in’ con-
ducting such an exploration, and our Study Group
was thus created. My name was hauled up from
somewhere as a possible (or impossible) chairman.
Conversations with the right people led to the selec-
tion of a hard-working and able group plus a quota
of Government consultants. The group consisted
of Mrs. Nancy W. Lucas of Ohio; Dr. Margaret
W. Rathbun of New York; and Mrs. Grace Spitz,
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William Stewart, and Earl Bryant. The original
name for the Study Group was “Study Group on
Evaluation of Records and Statistics in Out-of-
Hospital Settings.” We felt that this topic was
rather broad, so we came up with our present title,
“Study Group on Evaluation of Nonhospital Care
Programs for the Chronically Ill and Aged.”
More important than the change of title, however,
was the delimiting of our objectives and functions
to something we felt we codd handle.

Like many of the study groups, we recognized
that as a cluster of people folly occupied by the
duties for which we ostensibly receive our salary
and able to get together only once or twice a year
we had to limit our scope and lower our sights con-
siderably, although reluctantly. We therefore de-
cided that we wodd concentrate on State health
departments, even though many of the activities in
which we were interested were carried on in wel-
fare departments and in other agencies, in a number
of States, or carried on essentially at the local level.
We also decided to exclude mental health, a huge
field of endeavor in itself. We gladly accepted the
notion of limiting ourselves to out-of-hospital pro-
grams.

Incidentdly, we quickly cleared up (in our own
minds) the distinction between program evaluation
and patient evaluation. It is a little unfortunate
and confusing that the same word is used in two
such allied contexts.

At tie start our objectives were threefold. A
preliminary step was to design a method to identify
and classify programs in State health departments
which provide and support out-of-hospital care for
the chronically ill and for aged patients. (We first
had to iind out what was going on before we could
begin evaluating.) The second step was to see
what program evaluation procedures were being
employed and third, to recommend, if we codd,
the procedures for carrying out an evaluation pro-
gram. Partly because of the limited amount of time
our group members had, because of our geographic
scatter, and because it presented itse~ as a sensible
machinism with which to begin, we decided to de-
velop a mail questionnaire. We reatied, how-
ever, that we could try it out personally in only a
few States in the time available to us, and it did
not take us long to discover (as if we did not know)
that we would have to try out several drafts.

We had many suggestions about scope and con
tent to discuss among ourselves and were not al.
ways agreed about what we were after. We were
plagued, as is every medical care study, by prob-
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Iems of definition. For example, we had to decide
what we meant by provision of a service and sup-
port of a servic~not always a simple thing to do.
The service might be direct care, or it could con-
sist of trtining or consultation; support could be
partial or total. After much discussion, the Study
Group and its consultants decided to select a few
major activities and to concentrate upon these, We
picked nursing services, homes for the aged, and
organized home care.

Our questionnaire went through many drafts by
correspondence among ourselves before we arrived
at something that seemed worth a trial.

The questionnaire then was tried out in person
in three States and by mail in one, My own ex-
perience in finding out what a State health depart-
ment does was as revealing as any. I spent an
entire morning with two highly placed officials of
a certain State health department who were gra-
cious enough to give me all this time. Prelirninaq
conversations with other officials of this department
had led me to believe that it did very little in respect
to our selected subject matter. However, it turned
out that the department did a great many different
things, but often on a smaU scale and often not
on a statewide basis. That is to say, it might sup-
port a certain kind of activity in only three or four
communities; or, for a certain kind of progra,
it might give consultation service in some communi-
ties, operate clinics in others, and give financial
support in a third group of communities. Thus,
just about every box in our questionnaire would be
checked, resdting in a misleading impression for the
unwary of the extent and content of chronic disease
programs in this department. The findings in tie
other Stateswere similar.

As far as I codd determine, evaluations were
made pretty much by impression and judgment;
that is to say, no fomal evaluative studies were
made of any of the programs.

My conclusion, breed on my visit, was that the
ody way one could hope to obtain the kinds of in-
formation we were seeking would be to “live” with
the department, or its division of chronic disease,
for some adequate period of time which I wotid
place at no less than a month for a State of any size.
Nevefielessj my committee and its consultits de-
cided that we~too, would try harder. We met again
in September 1965 (our first meeting had been in
February 1965) to pool our experiences. We re-
vised our questionnaire considerably and tried it
out once more by mail to three States. Two re-
:{ponded with full and comprehensive descriptions
of what they were doing.

.



In this version we actually created three question-
naires, one each for the three types of programs I
mentioned earlier-home Fe, nursing homes and/
or homes for the aged, and the general public health
nursing program (but with reference to adult
chronically ill and aged). In general, we asked
whether the department furnished or supported di-
rect services, participated in training of personnel,
or provided consultation; and then what it did by
way of evaluation. Judging from the replies we
received, the questionnaires in this form did not
work too badly (but my preference for on-the-spot
study persists).

While we were primarily engaged in testing an
instrument, we were also interested in the content
of the replies we received, especially with respect to
evaluation. I think the following comment about
evaluation is fairly typical:

“We do not have a formal procedure for evaluat-
ing or measuring these accomplishments. Our ac-
complishments are reflected in the number of fully
licensed nursing homes. In the early years of the
licensing program, there were always many nursing
homes on provisional license because of deficiencies.
Currently, a provisional license is a rarity.”

Actually, I suppose one could think of ways of
evaluating that are not as good as this. Here you
have a definite measure, and maybe a pretty good
measure.

Where do we stand right now as a Study Group
of the PHCRS ? I think we have developed a ques-
tionnaire that warrants further investigation-if
one is interested in finding out what State health de-
partments are doing in some given field and pro-
vided sharp detail is not required.

As for evaluation, our several inquiries and re-
sponses would lead us to believe (from our small
sample, as it were) that evaluation as a premedi-
tated, deliberate measure exists in few places (if
any). But how might a State health department
go about evaluating its activities-specifically, in
our context, its medical care activities?

I was recently connected with the planning of a
study which might teach us much. This study in-
volves the provision of some selected services over
and above those ordinarily provided in a prepay-
ment medical care program. The investigators
want to see if these extra measures do the patients

any good. We set up a whole battery of indices
which could be divided into:

a.

b.

c.

d.

e.

Changes in health status;

Differences in selected utilization rates;

Changes in patient attitudes;

Analysis of staff perceptions and reports; and

Comparative costs.

The work itself is currently going on and so re-
mains to be evaluated itself. - just ‘let me quote a
few sentences from the grant application:

“Devising a workable systemof project evaluation
has proven to be tie most diffictit part of the plan-
ning project. Significant changes in health status
of chronic disease patients are hard to detect and
even harder to measure. * * * Indices used for the
appraisal must be relatively easy to record, measure,
and compare, and must have both reliab~lty and
validity.”

I have one more quote I cannot resist:
“This does not mean that we merely accumulate

more statistics of the same kind that we now haue,
but statistics of a di~erent order, ba-sedon more de-
tailed and exact observations of individuals and of
circumstances, in order that we may convert what is
now indefinite ‘common experience’ into an orderly
and flexible array of definite facts. Such statistics
are not easily collected. They must be carefully
planned in each case with a special view to answer-
ing some definite question, and must then be col-
lected by painstaking systematic investigation, con-
tinuing often over a long series of years. To carry
out such investigations in a suficient number of
sample areas is a large and dificult undertaking, but
neither greater nor more dificult than is demanded
by the extent of present eflort in public health and
the importance of’ the best possible evaluation.
Moreover, it is work of a kind which may be done
most economically and effectively by local health
departments, rather than by independent institu-
tions for research, and must be one of the most im-
portant items in the future program of health
department practices if this is to go forward on
straightened lines.”

Wade Hampton Frost said this over 40 years ago.
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General Medical Care Statistics Available From
the National Center for Health Statistics

Mr. E. Earl Bryant, Chief, Institutional Popu-
lation Survey Branch, Division of Health Rec-
ords Statistics, National Center for Health
Statistics, PHS

Some of you are probably familiar with the
programs of the National Center for Health Sta-
tistics. If you are, I hope you will bear with me
while I provide some background for the benefit of
those who are not.

The NCHS has the major responsibility among
Federal agencies to provide comprehensive informa-
tion about the healti of people in the United States,
the medical facilities that they use, and about other
health related matters. The organization of NCHS
involves five divisions, four of which have data col-
lection responsibilities. In addition to the Division
of Vital Statistics with which you are all familiar,
the Center’s program includes the Division of
Health Interview Statistics, the Division of Health
Examination Statistics, and the Division of Health
Records Statistics. The latter three divisions col-
lect statitics under provisions of the National
Health Survey Act.

The Health Interview Survey, first of the National
Health Survey activities to get underway, began in
Jdy 1957. It is a continuing survey of the non-
institutional population, with data collected each
week from a small probability sample of households
in the United States. The design of the survey
makes it possible to add the resdts of weekly s~-
pies. Thus, as the sample accumtiates detailed
information from survey restits can be obtained.

The Health Examination Survey is also based on a
probability sample of the noninstitutional poptia-
tion. The data are collected by means of tests,
measurements, and physical examinations of the
selected sample persons. The procedwes arecar.

ried out by teams of physicians, dentists, nurses, and
technicians who tivel from one area of the country

288 .

to another in mobile units to conduct the survey.
The Health Examination Survey does not cover the
total popdation at a time, but rather it concentrates
on ceti age groups in one cycle and another age
group in the next cycle. This procedure makes it
possible to study factors which have special signifi-
cance to the particular age groups. The first cycle
of the Health Examination Survey included the
adult poptiation 18–79. The next cycle covered
the 6-1 l-year age group, and the third cycle now
underway covers the 12–17-year age group.

The third and newest of the National Health
Survey programs is the Health Records Survey,
HRS is a f~mily of surveys. In addition to collect-
ing statistics about the health of the institutional
population (a segment of the population not in-
cluded in either HIS or HES ), a continuing national
hospital discharge survey is underway, and a com-
plete inventoq of all hospitals and institutions in the
United States is maintained. The Division of
Health Records Statistics also conducts surveys
based on probability samples of birth and death cer-
tificates to collect statistics associated with the vital
event; for example, about the utilization of health
services during the year prior to death or about pre-
natal care received by mothers.

Now let me tell you in more detail about the pro-
grams which relate specifically to medical care sta-
tistics. By medical care statistics, I mean data on
the utilization of medial care given by physicians,
dentists, nurses, and other personnel in hospitals,
clinics, home, or wherever. Important associated
variables are the health of the person receiving cmej
the cost of care, the ability to pay, etc.

The data from the Health Interview survey cover
many more topics than those that I’ll be mentioning
here, and the information 1’11give you is not neces-
sarily the order in which it has been collected over
the years. Some of the information relating to



medical care has been collected in the Health Inter-
view Survey since ifi beginning, while other types of
information might be collected for 6 inonths or a
year or maybe 2 years, on supplements to the ques-
tionnaires, and then dropped and something else
added. So keep in mind that this is a rather flexible
instrument and that a great deal of different types
of information might be collected from time to time.

The information collected about hospitalization
concerns patterns of utilization in terms of length of
stay, diagnoses, operations, charges for care, source
of payment, place discharged to, length of conva-
lescence after surgery, etc. Data on physician and
dental visits have been collected in at least a couple
of supplements to the health interview survey ques-
tionnaire. These include such things as the interval
since the last physician visit; where the visit took
place—whether the doctor went to the home or
whether the person went to the doctor’s office; and
the type of physician seen—whether it was a gen-
eral practitioner, an internist, etc. Data have also
been collected about medicines—whether they were
prescribed medicines or nonprescribed. For pre-
scription medicines, the name of the medicine, the
condition for which it was prescribed, and the cost
of the medicine were determined. For nonpre-
scribed medicines, data were collected on the cost
but not the related condition. I understand that a
report on this topic will be published in the near
future.

Recently, because of the great interest that is
being put on health insurance for the aged and
health care of the aged, analysts in the Division of
Health Interview Statistics have written a report
wKlch will provide baseline statistics for measuring
effects of the Medicare program. The title of the
report, “Age Patterns in Medical Care Illness and
Disability:’ gives you some idea of its content (Vital
and Health Statistics, NCHS series 10, No. 32).

Some of the data to be collected in 1967 were in-
fluenced by the needs of the Medlcaxe program,
For example, data on home care will be collected,
including such thiigs as the type of care needed by
the people who are getting some kind of home mre;
who provides the care-whether it is a relative,
friend, registered nurse, or some other nurse; and
the number of days and hours per day du~g a
specified 2-week period that help was received.
Data will also be collected to determine whether or
not the person providing care is paid, the source of
payment (whether Medicare, self or family, a rela-
tive or friend, health insurance, welfare, etc.), and
the number of visitsmade by a nurse during the past

year. The Health Interview Survey will also collect
information about nursing home care in 1967—data
similar to that to be collected about hospital care
during fiscal year 1967. This would include the
fact that the person was in a nursing home, length
of stay in the home, medical reason for admission,
etc.

Now let me speak a moment about the informa-
tion that ‘is collected in the Health Records Survey.
I mentioned the programs that compose the Division
of Health Records Statistics-the Hospit,al Dis-
charge Survey, the Institional Population Survey,
and the Vital Records Survey. In a sense every one
of these programs provides information which may
be considered medical care statistics.

The Hospital Discharge Survey began in 1964 on
a pretest basis, using a probability sample of 81
short-stay hospitals in the United States. At the
present time, about 300 hospitals are participating
in the survey. Ultimately, the sample will contain
about 300 hospitals. The data collected from the
Hospital Discharge Survey provide comprehensive
data on hospital utilization and hospitalized mor-
bidity. In the beginning, the data have been limited
to that recorded on the face sheet of medical records.
This includes such things as the diagnosis, opera-
tions, length of stay, and certain personal and demo-
graphic information. As knowledge ad resources
permit, the survey will be expanded to collect other
types of tiformation; for example, about charges
for care and laboratory procedures. The survey
provides a medium for possible special studies, such
as of rare diseases, using diagnostic indices of the
hospital or by followback survey of the patients to
collect pertinent information not in hospital records.
I understand that the first report of this Hospital
Discharge Survey which will cover the data that
were collected during October to December 1964 is
expected in a few months.

Another activity carried on by the Center which
produces important medical care statistics is the
lfaster Faclity Inventory Program. Work began in
1962 to list the names and addresses of all of the
hospitals and all of the resident institutions in the
United States. The primary purpose of this in-
ventory is to serve as a sampling frame for the sub-
stantive surveys conducted in the Division of Health
Records Statistics. But in addition, the MFI pro..
tides valuable statistim on the availability of hos-
pitals and institutions in the United States by type,
size, ownership, etc., as well as the changes that
occur over time.

At the present time, we are working to develop a
procedure for maintaining the inventory. If our
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efforts are successful, a national agency reporting
system wifl be established through which we will
learn of all of the hospitals and institutions that be-
gin operating each year. After obtaining the estab-
lishments’ names and addresses, questionnaires will
be sent to each place to determine the type of busi-
ness, type of ownership, and other data needed for
the purposes of the survey design. The plan is to
conduct a survey of all establishments in the MFI
every 2 years to determine what changes have
occurred since the last survey. The data collected
would not only serve to keep our sampling frames
current, but also be published in statistical sum-
maries.

The MFI has served as the sampling frame for
the Hospital Discharge Survey and for two Institu-
tional Population Surveys. The institutional sur-
veys primarily included nursing and personal care
homes for the aged. However, the first survey also
included mental hospitals and other types of long-
term facilities caring for the chronically ill and
aged. In the first survey, data were collected pri-
marily by maiI, asking questions about such things
as the homes’ admission policies, whether round-the-
clock nursing care was provided, level of skill of
the nurse supetising nursing care, charges for care,
and rather gross information about the health of
residents. Four publications have been produced
on the resultsof the survey.

The second Institutional Population Survey was
conducted in 1964 by personal visits to each of the
sample establishments. The universe for this sur-
vey was similar to that for the 1963 survey, except
that all hospitals other than geriatric were excluded.
Also, the survey was more comprehensive, cover-
ing more subjects. Detailed information was ob-
tained about the health of residents and other fac-
tors associated with their health, economics, and
social wefl-being. In addition, the survey collected
statisticsabout a sample of employees and about the
establishments themselves. More specifically, data
collected included that on the prevalence of chronic
conditions and impairments, the interval since the
resident last saw a physician or dentist, nursing and
personal services provided, the charge for care and

sources of payment, arrangements for physician and
dentist services, and a number of other topics. In-
formation was collected abw~tthe number and types
of staff employed, hours worked, salary, length of
employment in nursing homes and hospitals, and
special training received relating to care of the aged
and chronically ill. Several reports are now in the
editing stage and will soon be p:lblished.

The last of the surveys conducted in the Divi-
sion of Health Records Statistics that produces
medical care statistics is the Vital Records Survey.
This program is composed of two sample surveys,
the National Natality Survey and the National Mor-
tality Survey. The sampling frames for the surveys
are the copies of birth certificates or death certifi-
cates, as appropriate, which are received by the Vital
Statistics Division, NCHS, from the registration
areas.

Questionnaires are mailed to such respondents as
the physician, hospital, informant, etc., depending
on the survey topics. In the National Natality Sur-
vey, for example, data have been collected on such
topics as doctor and dental visits duting pregnancy
and radiation expos~lreduring pregnancy, including
X-rays and radiological examinations. The Na-
tional Mortality Survey produces statistics on the
utilization of hospitals and other medical services
during the last years of life, as well as of character-
istics of the deceased person.

At best, the foregoing remarks provide a rough
picture of the types of medical care statistics that
have been collected in the National Center for
Health Statistics. The Center’s present program
obviously does not produce statistics on all types of
medical care. Some of the gaps are the lack of
data about utilization of physicians, dentists, clinics,
etc. We are collecting information from individ-
uals in the Health Interview Survey about home
care. But another survey of home care programs is
needed to find out what they are doing and to deter-
mine the relationships between the characteristics of
the facilities, their staffs, etc. I think you will agree
that the Center has made a substantial start in the
collection of medical care statistics,but much more
needs to be done.
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Medical Care Statistics Available From Other
National Sources

Mr. Milton C. Rossoff, Chief, Hospital Dis-
charge Survey, Division of Health Records
Stathtics, National Center for Health Stath-
tics, PHS

Mr. Bryant had a relatively easy time, since vir-
tually everything that the Center does is related to
medical care statistics. Consequently, there was
no semantic problem involved.

But we are faced with a problem of definition
when we discuss national medical care statistics
from other sources. The term “medical care” can
run through the gamut of services and the provi-
sion of many tilngs, as well as allocation of re-
sources related to such services and conditions
affecting these services.

Dr. White has limited the term “medical care”
to personal health services as opposed to environ-
mental health services. I am not inclined to quar-
rel with a concept that can be packaged so neatly,
but it does leave me feeling somewhat uncomfort-
able. My own preference would be to go beyond
services and also acknowledge the impact of
environmental health factors, of economic and so-
cial factors, and, with respect to the latter, especially
population—to consider the entire population, all
of whom are possible recipients of medical care
services. This is a population in constant flux, and
we all know that this movement and change greatly
affect the allocation and utilization of medical care
resources.

With respect to the kinds of medical care statis-
tics needed, we can think of this in many ways. For
the most part, those aspects of medical care that we
measure relate to quantity; there is less in terms
of quality. As an evolutionary thing, this is quite
understandable. Quality of medical care is meas-
ured by indices which, in the first instance, are de-
pendent on the refinements of quantities,measured.

The need for medical care statistics is shown by
certain other statistics. Expenditures for health
(and here I am including medical care) in’ &e
United States more than doubled in the decade 1950
to 1960, from $13 billion in 1950 to $27 billion
in 1960. In 1964, expenditures were nearly $37
billion, nearly three times what they were in 1950.
This tremendous growth represents growth in serv-
ices, supplies, and research. To some extent, it also
represents an increase in prices. The Consumer
Price Index, with the base period 1957 to 1959 equal
to 100, stood at 123 for medical care in November
1965.

In 1964, the percentage distribution of national
health expenditures was as follows: health services
and supplies, 91 percent; research and construction
of medical facilities, 9 percent. When we break
down the 91 percent, we find’ a large segment of
this, 35 percent, to be hospital care, with physicians’
services, 20 percent; drugs and drug supplies, 12
percent; dentists, 6 percent; nursing home care, 3
percent; net cost of insurance, 3 percent; govern-
ment public health activities, 2 percent; industrial
inplant services, 1 percent; and a scattering of
othem. The 9 percent for research and construc-
tion of medical facilities was distributed as 5.5
percent for medical facilities construction and 3.5
percent for research. Of the national, health ex-
penditures by source of funds, three-fourths were
private, nearly all being paid by the consumer.
About one-fourth were public expenditures, equally
divided between the Federal Government on the one
hand and the State and local governments on the

other. Out of the $37 billion expended in 1964,
$31 billion were spent for personal health care, with
$15 billion of this representing third-party payment.
One-half of the fiird-party payments was by way
of health insurance, nearly as much by government,

and somewhat less than 5 percent by philanthropy
etc.
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The figures I have cited point to some of the axes
of classification that codd be used with respect to
the kinds of sources of national medical care sta-
tistics. 1 omit reference to manpower statistics,
as this subject has been discussed by others at WIS
conference. Even omitting subjects like population
and prices, any brief listing would be somewhat
arbitrary and selective, in large measure because of
the lack of clear-cut definitions.

I think of the kinds of data and, perhaps, their
uses, too, in three areas: ( 1) levels of me~lcal care;
(2) trends in medical care-and here I am talking
about recurrent surveys and studies; and (3) special
studies that give more insight, depth, and meaning
to those dealing in levels and trends. It is in these

three areas that I have tried to look at the sources
of data. I have broken these sources down into
two types-governmental and nongovernmental.
There’ are very few governmental sources, outside
of the Center, which provide national medical care
statistics-that is, statistics relating to the entire
U.S. population. I think there are some that would
come to mind quite readily, such as those produced
by the Communicable Disease Center; those pro-
duced by the National Institute of Mental Health;
those produced by the Division of Radiological
Health, which relate to environmental aspects,
rather than personal health care, such as the pro-
duction of monthly data by States on the average
radioactivity concentration in the air; and those
of the Social Security Administration, which com-
piles statistics from a great many sources on national
health expenditures and produces them on a regular
basis.

But over and above these, I do not see that there
are many agencies of the Federal Government pro-
ducing data on either a recurrent basis or one which
gives us a point from which we might make meas-
urements at a later time. There area few others,

I know, and perhaps I will get to mention these
along the way, because they are rather specia~zed
and I have not included them here. Other agencies
produce data on circumscribed populations. This

is not to detract from what they are doing. They
need the data for their own operations; as a
byproduct, many of tie statistics which they
produce are important in throwing light on

the entire medical picture in the United States.
Here we have such agencies as those constitut-
ing the armed services, the Office for Depend-

ent Medical Care, the Veterans Administration,

and the Selective Service. Here we have some very
special kinds of data. Altiough they relate to the
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young adult male population of the United States,
we are afforded, on a recurrent basis, an excellent
picture of the conditions for which men are rejected
for induction into the armed services, The Social
Security Administration produces data concerning
persons collecting social security disability benefits.

The FederaI Aviation Agency, the Interstate
Commerce Commission, the Peace Corps, the Job
COrpS, and quite a host of Federal agencfes are
producing data on those groups with which they
have specific concern. Within HEW, the Children’s
Bureau produces data on crippled children’s pro-
grams and the Vocational Rehabilitation Admin-
istration prodt~ces data with respect to its particu-
lar programs. In the Public Health Service, we
have program-oriented data produced for the most
part by the Division of Indian Health, the Division
of Hospitals, and the National Institute of Neuro-
logical Diseases and BIindness which is conducting
a long-time perinatal study. AISOin the Pub]ic
Health Service, the National Cancer Institute pro-
duces data which come partly from the cancer reg-
istries of certain States as well as Institute-produced
statistics on incidence of cancer, mortality and sur-
vival following treatment.

The Division of Chronic Diseases in the Public
Health Service has two surveys of interest to this
workshop. The first is a study begun in 1955 based
on a nonprobability sample of about 125 U.S. col-
leges reporting on examinations of entering college
freshmen. This is an annual thing, and so far in-
formation has been collected for about 10 or 11
years. The Division has come up with figures on
prevalence of rheumatic fever and history of rheu-
matic heart disease by sex and race. A second study
which the Division of Chronic Diseases has just
started through the American Hospital Association
and the American Osteopathic Hospital Association
is a survey of heart disease patients, outpatients, and
the facilities and equipment related to heart disease
patients. The data are being obtained from approx-
imately 5,000 hospitals. It is planned to repeat Wls
survey about every 5 years.

Among the nongovernmental sources, I think the
American Hospital Association is probably the most

imPo*nt of these in terms of the production of
national statistics. At this time I shall not discuss
the kinds of statistics that AHA produces because
this would infringe on the time of other speakers,
The Professional Activity Study (PAS ) of the Com-
mission on Professional and .Hospital Activities pro-
duces very valuable hospital statistics, although it
should be recognized that this is not a probability
sample. The Blue Cross Association produces data



concerning people covered by Blue Cross plans;
these stat~t[cs &e especially important in view of
the expenditures and the large population covered
by these plans. Other sources include the Metro-
politan Life Insurance Company and the National
Academy of Sciences and National Research Coun-

cil. (I am not sure whether ttils is a governmental
or nongovemental organization. ) Although they
are not producing data relating to the entire popula-
tion, nevertheless their followup studies of the vet-

eran popdation are extremely important. Here

we have retrospective and prospective studies that
have given us a wealth of information about specific
diseases and groups of diseases.

Well, the list is a long one. It has been curtailed

greatly. It really is a broad-brush view, and I felt
that after we had begun to look at what many of
the Government agencies and nongovernrnent orga-

nizations are doing it would be desirable to have
such information gathered in one place. I think
one could easily spend weeks trying to find out what
kind of medical care statistics others have. I should
like, therefore, to make a recommendation to this
group that a mechanism be setup for the coordina-
tion (with respect to assembling and disseminating)
of medical care statistics; that there be a central
warehouse of medical care statistics, both govern-
mental and nongovernmental; and that this be
lodged in some existing agency, preferably within
the Public Health Service. At the present time the
closest we can come to any compilation of statistics
of this kind, I think, is in the Statistical Abstract that
is published by the Department of Commerce, and
the medical care data therein barely scratch the
surface. I believe those of us here would certainly
prefer to see many other kinds of statistics published,
so I leave you with that recommendation.
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Medical Care Statistics in Canada

Dr. Robert Kohn, Associate Professor, Divi-
sion of Medical Care and Hospitals, School of
Hygiene and Public Health, The Johns Hofi-
kins University

I interpret the “medical care” in the topic as-
signed to me to mean health services generally and
not just the services of physicians.

Why should Canadian health services statistics
be of interest to the Public Health Conference on
Records and Statistics? For one tilng, the general
pattern of health services in Canada and of the
agencies providing three services is quite similar to
that in the United States. At the same time, how-
ever, Canada has experimented with and developed
certain new forms of orgatilng and financing
health services. These programs have yielded sta-
tistical information which in many respects is unique
in North America and which has provided planners
in the United States with data not otherwise avail-
able. Moreover, constitutionally the relationship
of Canada’s Provinces to the FederaI Government
in Ottawa is very similar to that of the States here
to the Government of the United States. For these
reasons, there has always been a lively exchange
across the border not only of information but also
of scholars interested in the problems related to the
provision and utilization of health services. Ameri-
can experts have come to Canada to help in the
planning of health services; Dr. Sigerist went to
Saskatchewan and recently Dr. Getting to Nova
Scotia to assist in provincial health services plan-
ning. On the other hand, there are many students
of health services in the United States who have
come here with experience in Canadian medical
care programs. The pages of U.S. journals con-
tain many articles analyzing data derived from Ca-
nadian programs.

Canadian health services statistics have by and
large remained as fragmented and unsystematic as
the way in which these services are provided. Sta-
tistics on a national basis are, therefore, limited and
with but few exceptions exist only where there is a
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universal national program such as hospitalization.
But there are other programs which, within their
confines, have yielded most useful statistical data,

Canada has a nationwide universal system of hos-
pital insurance based on the Hospital Insurance and
Diagnostic Services Act of 1957, All 10 Provinces
and two Territories are now parties to agreements
under the Act with the Federal Government, and
about 99 percent of the population are insured. The
Dominion Bureau of Statistics, Canada’s central
statistical agency, has for many years maintained
a fairly comprehensive system of hospital statistics
based on returns from the individual hospitals.
These reports contained data on hospital facilities,
personnel, and finances, as well as some rudimentary
statistics on the movement of patients, Hospitals
have always been looked upon as institutions with
a responsibility to the public, and thus we find ac-
counts of the financial operation of certain hospitals
in public accounts dating back as many as a hun-
dred years. The advent of national hospital insur-
ance has not only brought about an increased de-
mand for uniform reporting but also for far more
comprehensive reporting on the part of the partic-
ipating hospitals. The program actually consists of
12 provincial and territorial programs whose costs
are shared by the Federal Government, Hence,
there are annual reports on the operation of the
scheme in each Province and Territory, the Sas-
katchewan reports going back to 1948 when that
Province first instituted its provincial hospital in-
surance plan. The Dominion Bureau of Statistics
in Ottawa prepares an annual report showing na-
tional and provincial data derived from the returns
of the individual hospitals, These reports deal in
great detail with the various aspects of hospital facil-
ities, personnel, services, and finances, as well as
with the utilization of hospitals. The report is now
published in seven volumes, including a presenta-
tion of analytical hospital indicators which relates
a wide range of hospital service and financial data
to units of beds, patient days, etc. These reports
are now being supplemented by detailed hospital



morbidity statistics derived from individual dis-
charge records. The Department of National
Health and Welfare publishes annual reports on
the operation of the hospital insurance scheme, the
emphasis here being on cost data supported by cer-
tain utilization statistics. This Department also
summarizes annually certain hospital morbidity data
received from the Provinces. This relates to gen-
eral and allied hospitals.

Mental and tuberculosis institutions do not fall
under the provisions of the Hospital Insurance and
Diagnostic Services Act. But for these institutions,
too, the Dominion Bureau of Statistics has for many
years published statistics on their facilities, opera-
tions, and utilization, supplemented by data on
annual patient censuses,

Of particular interest to the hospital planner are
hospital surveys carried out by provincial hospital
insurance agencies to provide the information neces-
sary to plan the provincial or regional hospital
services.

This is just about the extent of regular national
health services statistics. The vital statisticsprovide
data on the percentage of births and deaths occur-
ring in hospitals. Attempts to obtain additional
data on health services related to births and deaths
are always limited by the basically legal nature of
the registration system which must not be impaired
by too many incidental statistical demands.

The regular routine statisticsare supplemented by
occasional research projects carried out by the De-
partment of National Health and Welfare dealing
with such matters as nursing activities, treatment in
mental institutions, surveys of voluntary prepayment
plans, etc. Provincial hospital insurance also car-
ries out a very extensive research program on vari-
ous aspects of hospital care. A list of these ad hoc
projects is prepared annually by the Federal
depa~ent,

In regard to physicians’ services, no national sta-
tistics are available; nor is there as yet a national
program of insurance for medical care as such.
The Federal Government plans to introduce such
a plan and share its cost as of July 1, 1967. It is
not yet clear, however, to what extent provincial
plans will vary in-their basic organization and, hence,
what uniform statistics may be expected from that
scheme. There has been a system of public medi-
cal care insurance in operation in one of Saskatche-
wan’s health regions (Swift Current) since 1948,
and reguIar annual statisticshave been available on
the experience of that plan, as well as on the utili-
zation of a plan operated by the Province of Sas-

..

katchewan for its assistance population. The
universal medical care insurance scheme instituted
in S~katchewan in 1962 results, of course, in a gold
mine of information on the original records, ma-
chine tapes, etc., of which so far only some very basic
data have filtered through into the annual reports of
the Medical Care Insurance Commission.

The voluntary medical care ins~~ranceplans in
Canada, sponsored similarly to the Blue Shield Plans
by the medical profession, have been very uneven
in the degree of their statistical sophistication.
Many studies carried out by these plans have never
seen the light of publication. Exceptions are the
Windsor Medical Services (there have been reports
from time to time in the “Milbank Memorial Fund
Quarterly” ) and Physicians’ Services Incorporated
of Ontario where leRiche and Stiver have cam~ed
out a good deal of research published partly by the
plan and partly in the Canadian Medical Associa-
tion Journal. These prepayment plans as well as
Trans-Canada Medical Plans, Weir national or-
ganization, have provided the Royal Commission on
Health Services with a certain amount of data, par-
tictiarly on the cost of their services. A compre-
hensive study on the present and projected cost of
medical care in Canada was carried out for the
Royal Commission by C. H. Berry under the title
“Voluntary “Medical Insurance and Prepayment.”
Patterns of medical practice have been studied, on
an ad hoc basis, by Clute in his investigation of
general practice in two Provinces and in a survey
undertaken several years ago by the Therapeutic
Index. Modern Medicine of Canada has also from
time to time surveyed certain aspects of the physi-
cians’ workload.

Certain data on health units and their activities
are contained in the annual reports of provincial
and certain municipal health departments. Several
years ago, a national survey of health unit facilities
was carried out.

The program of national health grants to the
Provinces has, since its inception in 1948, sponsored
many projects related to health services and their
utilization; many of these are never reported except
to the grant agencies. Because so much of the
results of research carried out in this field is never
published or otherwise not generally known or avail-
able, the Canadian Public Health Association has
recently undertaken to survey annually, through the
Department of National Health and Welfare, health
agencies throughout Cana’da regarding their re-
search activities. The resulting annual inventoq
of research is probably still far from complete but
constitutes a hopefd begiting.
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Case registe~, such as those for tuberculosis,
cancer, handicaps, psychiatric disorders, and other
chronic diseases, are an important source for medi-
cal care statistics, a source which in Canada has
been exploited to a limited extent only.

When, in 1961, Canada appointed a Royal Com-
mission on Health Services to inquire into and report
on ways of providing the best possible health care
for all Canadians, the Commission was faced with
a desperate lack of adequate statistics on health
services, their resources as well as utilization. It
had neither the resources nor the time to remedy
this lack. As part of its own research program,
the Commission undertook a limited study of the
utilization of physicians’ services, of dentists and
nurses, and of organized home care plans. The
Commission’s report contains a number of recom-
mendations aimed at improving health statistics in
general. Volume II of the report contains chapters
devoted to research and statistics, emphasizing par-

ticularly ‘(the need for statistical information in the
future to evaluate health progress and the effective-
ness of the recommended health services programs,”
It was the need for this kind of research which led
the Commission to recommending the expansion
of the existing Medical Research Council into a
Health Sciences Research Council.

If the Canadian Royal Commission on Health
Services identified the lack of coordination and
rational organization of our multiple and frag-
mented health servic= as one of the major problems,
this applies particularly also to the health services
statistics. What is needed here, too, is a coordi-
nated system, aided by modern data collecting and
processing methods. The statistical process itself
must be subject to continuous evaluation in order
to avoid collecting statistics only for statistics’ sake
and, also, in order to ensure that the relevant sta-
tistics are available whenever it comes to major
plantig in the field of health services.
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SSA’S Statistical Program on Health Care
of the Aged

u

Mr. Howard West, Director, Division of
Health Insurance Benefits Studies, Ofi.ce of
Research and Statistics, Social Security
Administration

I By way of beginning, I should like to amplify
som~ of the ting~ men~oned during my talk o; the
“Social Security Administration’s Statistical Pro-
gram on Health Care of the Aged” at the second
general session.

As a part of this program, we are going to be col-
lecting a considerable amount ,of information about
institutions, One of the forms we will be using
for this purpose is the “Hospital Request to Estab-
lish Eligibility in the Health Insurance for the
Aged Program.” Similar forms will be used for
extended care facilities, home health agencies, and
other agencies which are applying for certification.
The information being collected can give us a rea-
sonably good picture of some of the characteristics
of institutions applying for participation in the
program.

These institutions are being surveyed by State
agencies, which have contracts with the Social Secu-
rity Administration to carry out an evaluation of
each of the institutions to determine whether they
meet the standards promulgated for participation
in the program. We will, therefore, be able to link
and utilize data for these institutions and to classify
them as to size, staffing, and certain other charac-
teristics. General characteristics of these institu-
tions are noted on the back of the form. All of
the hospital bills will be related by identifying num-
bers to the characteristics of these institutions.

It will be possible to develop data which not only
identify the kind of institutions in which the aged
are getting hospital and other services, but their
location and where their aged admissions come
from. It will also be possible to identify the aged
in terms of where they live and where they go for
services. The actual evaluations being done by the

. . . .

State agencies are routed to us through a channel
which includes the regional offices of the Public
Health Service. We hope to be able to translate
these evaluations into statistics. To the extent that
these data are complete and accurate, we will have
details on the particular standards and the particu-
lar factors in those standards which were met by
hospitals and other institutions.

One question that has been raised concerns the 5
percent sample to be used for part B. This is 5
percent of total beneficiaries eligible for part B, and
not 5 percent of the 20 percent sample to be coded
for part A. Both of these samples are samples
of total persons eligible, in which particular claims
number digits are identified and selected. The 5
percent sample is actually a subsample of the 20
percent sample. There is a difference in the sam-
ples in that the 20 percent sample is really a coding
sample for diagnosis and procedure; we are actually
receiving 100 percent of these bills. We are going
to be coding the discharge diagnosis and surgical
procedure information for 20 percent.

Of the 5 percent of eli~ble persons, theoretically
about 30 percent will not use any medical services in
any one year—30 percent of the persons enrolled for
part B. Another 30 or so percent probably will not
exceed the $50 deductible. Roughly, 60 percent of
the persons identified for the 5 percent sample will
not be represented by reimbursed bills. The sam-
ple is not 5 percent of the bills; it is 5 percent of
the people who will have a variety of experiences,
ranging from zero all the way on up.

Another question concerns our publication plans.
We are planning a series of reports which will stem
initially from our interview sample in order to get
currency, but we will also be tabulating the actual
receipted paid claims on a monthly basis. However,
until we can accumulate the flow over time and get
a clear picture of the relationship between events x
they occur and bills as they flow, we are not able
to say when we will begin publishing data.
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A question has been asked about diagnostic codes
and coding procedures. The ICDA is being used
as the diagnostic code, and decision has been made
to use the new AMA Current Procedure Termi-
nology for our procedure code. There will be diffi-
cdt problems in coping with diagnostic key data.
For example, the initial bill may report a brain
turnor (questionable) which turns out in a sub-
sequent report to be tension headache. It seems to
me that the meaning of these data has to wait for
linkage studies. If we take cross-sections of the data
as reported, we can expect these kinds of variations.
If we try to put them together, I think it may turn
out a little differently.

While we are going to code only the principal
diagnosis on discharge, we will also code the num-
ber of other diagnoses shown. We are trying to
provide a means to go back for studies in depth.
For principal diagnosis, we will use the face sheet
of the hospital record, although we will also have
the physician’s description on his bill. Coding is
being done manually, and use of other techniques
will be introduced later if it proves feasible. The
basic idea that we have been proceeding on is that
the primary discharge diagnosis will be listed first
on the hospital form. However, in addition to
coding rules, we will expect to have coding judg-
ment in making determinations.

In answer to the question about special studies,
let me say that there are a number of areas where

special studies will be required. In our interview
survey, we are going to get specific information con-
cerning the deductibles and coinsurance. As a mat-
ter of fact, it has been designed to follow people
for the 15-month period during which the deducti-
ble is operative. So we will be getting the data in
that way. It remains to be seen as to what will
happen when people find they are not spending $50,
Many of the Blue Cross plans, the Blue Shield plans,
and the insurance industry plans generally have been
attempting to supplement the Medicare program to
cover some deductibles and some of the coinsurance,

Another question that has been raised concerns
differences in nomenclature between the hospital
and physician billing forms as it relates to diagnosis.
It is still too soon to know whether this may create
problems from the standpoint of statistical tabula-
tions. One of the real problems with the physicians’
bilIing fom is that very frequently there just is no
diagnosis. Some of these bills will have questionable
diagnoses; some will be just symptoms; and still
others will be conditions. So with this in mind we
did deviate in nomenclature. We would expect a
detitive diagnosis on the hospital discharge bill;
we would not expect it all the time by any means for
the physicians’ bills. Very often, this physicians’
form is going to say “office visit,” “examination;’
or something similar. But we hope we can study
the relationship between the data which the physi-
cian records when he bills for a hospitalized case
and the hospital discharge itself.
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The Health Resources Data Center

Mr. Royal A. Crystal, De@uty Chief, Health
Economics Branch, Division of Medical Care
Administration, Bureau of State Services, PHS

In his presentation today, Mr. Rossoff recom-
mended that a mechanism be set up for the
coordination (with respect to assembling and dis-
seminating) of medical care statistics; that there
be a central warehouse of medical care statistics,
both governmental and nongovernmental; and that
this be lodged in some existing agency, preferably
within the Public Health Service. This may be
the fastest response to a suggestion that has been
made in a long time. The Division of Medical
Care Administration of the Public Health Service
is in the process of establishing a Health Resources
Data Center, which will, I think, embody a lot of
what was meant by the suggestion. What the
Health Resources Data Center will be attempting
to do is:
1. Develop a statistical base for program planning

and evacuation through the construction of local
and regional health resources profiles, which will
identify all existing health resources in a given
population area. The objectives of the profile
are:
a.

b.

c,

d.

e.

To delineate the extent of utilization of exist-
health resources;
To determine through statistical analysis the
need for additional health resources in a given
profile area;
To determine the interrelationships of differ-
ent types of health resources in the profile
area;
To determine whether each resource in the
profile area is being optimally utilized; and
To develop indices of quality standards in a
profile area.

2. Provide a statistical bme for the identification of
problem areas. The generated data will be
available for utilization by the appropriate health
agencies in carrying out their medical care re-
sponsibilities.

..

3.

4.

Collect, consolidate, and coordinate health re-
sources data from various sources; especially as
they relate to tie health insurance for the aged
program.
Provide information and answer inquiries from
public and private agencies and organizations
relating to the factual base of health resources
and medical care data.

This is an activity which is just really beginning
at this time, and I am sorry that we do not have a
great deal of data that would be immediately help-
ful to everyone. However, the Data Center will be
operational in a fairly short period of time.

Except in unusual instances, the Data Center will
not conduct surveys itself. Rather, it will acquire
and work with data collected from and by other
groups and collaborate with these groups to the
greatest possible extent. Initially, the Data Center
will compile detailed information on the extent and
characteristics of health resources (facilities, per-
sonnel, etc. ) throughout the country in order to
provide community inventories of available re-
sources and services. After completing basic health
resource invento+es, the Data Center plans to obtain
the results of various community health research
and demonstration activities and add these data to
its files. Information on morbidity, mortality, re-
source utilization, and socioeconomic characteristics
of communities will also be retained by the Data
Center for use in community analysis. A majority
of the data obtained will be stored on magnetic tape
and will be available for rapid retrieval to meet
information requests.

One of the initial purposes of this entire activity
is to determine the location of potential medical
care trouble spots in advance of problems and to
suggest possible corrective action. In the long run,
we hope to have information on the total medical
resources in the country, which can be looked at on
a county-by-county or community-by-community
basis. We feel that this type of data will, of course,
be very helpful to the Public Health Service, the
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Department, and State and local agencies for
planning purposes.

The Data Center has as its objective the provision
of service. It will endeavor to provide information
for both management and technical purposes, as
requested by all data users. Our plans are to issue
repor~ on selected topics at re~ar intervals, as
well as occasional special reports of significant inter-
est to data users. In addition, detailed reports will
be prepared in response to requests for special infor-
mation. We hope to make all of this information
available to States, to other health agencies, and to
anyone else who needs this type of information.

We are planning to meet with the various State
agencies in the not-too-distant future to find out
what information does exist, what problems exist,
and what the gaps in existing data are. In this

regard, we will also want to look at the larger com-
munities as separate entities for data purposes.
Ultimately, all of this can lead to a fairly extensive
data bank which can be useful to everyone,

I want to stress most emphatically that in carry-
ing out these activities we do not intend to dupli-
cate the work of other agencies or orgatiations.
We hope to develop very close working relationships
as we determine the types of data that each agency
has and how we can best collaborate in their use.
The Data Center will attempt to augment existing
data once we have information on what are avail-
able from various sources, However, from a prac-
tical standpoint, we recognize that this is a long and
complex process. We will, therefore, be looking to
many of you for advice, assistance, and active
cooperation.
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Medical Care Statistics
SECOND

Mr. Sam Shapiro, Director, Division of Re-
search and Statistcs, Health Insurance Plan of
Greater New York

Today, we are concerned with vital issues that
face not only the providers of medical care, but also
those people who are responsible for developing
measures that will assist the planners of the new
programs and point the way to changes that may
be needed in these programs. To the public health
statisticians who have been coming to these confer-
ences for a long time, many of, the words spoken
sound very familiar-planning, standards, quality,
resources, evaluation, records, and systems. In fact,
several important documents have come out of the
Public Health Conference on Records and Statis-
tics in which these terms have appeared prominently.
But today they are being used in a quite different
context, The canvas is extremely broad; it is as
broad as anyone can imagine in the field of medical
care. It includes physicians’ services, institutional
services, dental care, drugs, the works-you name it,
and it is there; and as a result we have to clarify
the new set of responsibilities faced by the public
health statistician and possibly point the way to

SESSION

new approaches in the field of public health
statistics.

A word is in order concerning Mr. Harry Becker
who will be our first speaker at this session. Harry
Becker is currently executive secretary of a special
committee at the New York Academy of Medicine,
and we feel very fortunate in being able to interest
b.im in coming here. His interest has been for many
years in social policy and planning in the field of
medical care. Before joining the Academy, he was
a county director of welfare in Kansas; later he be-
came the State director of children’s health and
welfare services in Nebraska. He was with the New
York City Health Department as a consultant in
medical care administration and has worked closely
with people in the field of welfare and social security
administration. For a number of years, Mr. Becker
was with the National Blue Gross Association. Fi-
nally, he has become well known to all who are con-
cerned with medical care from a policy standpoint
as a projector of issues well in advance of the time
when they become burning issues for consideration
by the general population.
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Implications of Titles XVIII and XIX
for’the States

Mr. Harry J. Becker, Executive Secretary,
Committee on Special Studies, The New York
Academy of Medicine

On my way down yesterday to meet with yOU,
I was recalling my experiences in the Yale and
Columbia Schools of Public Health and thinking
through what I was taught about public health
statistics. I was trying to daydream about the dif-
ference between the public health statistics we
co~ected 25 years ago and those we need today.
Then I began to project a little about some of the
things you might be concerned with in the States,
in the communities, and in the Federal Government
in contrast to what I was familiar with when I was
in Washington and the Schools of Public Health.
I think the areas of primary concern in the field
of public healti statistics have changed very mark-
edly in the Imt few years. For the most part, in
the last several decades, we have been struggling
with somewhat the same kinds of problems. But
all at once, we have thrust upon us a whole new
area of concern, which we have talked about and
been on the edges of; but now we are in the main
stream, and we are no longer on the outside looking
in.

I am refefing quite specifically, for example, to
the Medicare Act, passed last year, as being the first
major piece of social legislation since the midthirties
when the Social Security Act itself was enacted. It
is, in fact, the first major change in social policy
in relation to the role of government in tie health
services in our country since the country was
founded. Most of us, I think, are so close to the
day-to-day operation of the Medicare program in
all of its various ramifications that we are quite
unaware of the revolution in which we are living.
We are in the beginning stages of a revolution in the
financing and organization of personal health
services. And this revolution was brought into
focus at the time that Congress acted on me Medi-
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care bill. I think in this new revolution it is you
people in the field of statistics and research who are
at the very center of this whirling storm that is
building up around us.

Probably never before in our lifetimes has it been
more tiportant to have data collection and analysis
before public decisions are made in the health care
industry. For the first time-and from now on—
the statistician is probably going to be the most im-
portant person in the whole health care industry,
with the exception of decisionmakers themselves, I
feel quite strongly about this because of the fact that
we are now in the beginning phase of the revolution
I mentioned. Revolution means movement; it
means action; and eventually it will mean some reso-
lution of the problems. We are crying for facts on
the whole problem of medical care financing, or-
ganization, and all the rest. It seems to me that we
are going to be turning to you people more and
more for the factual basis for decisionmaking. The
basic policy decision, or the basic political decision,
has more or less been made, so from now on re-
finements and the strengthening of these new pro-
grams are going to be based on experience and
analysis.

Very briefly, I should like to point out some of
the conflicts that I think exist. Title XVIII be-
comes effective on July 1, 1966, and titIe XIX is
causing every State at the highest legislative and
policymaking levels to rethink all of its historical
concepts. You, who work with the records and
statistics in the States and are responsible for their
interpretation, must appreciate that you are be-
coming increasingly more important to your Gov-
ernors, your legislators, and the others who are
formulating and shaping up the new thinking in the
States. What is going to be done about title XIX?
How is the State going to relate ifielf to title XVIII,
to such programs as poverty, regional heart disease,
cancer and stroke centers, etc. ?



The electronic mechanisms that are now avail-
able to us and the people who determine the input
and analyze the output are, in my judgment, in
the final analysis, going to be the most important
factor in decisionmaking in the future. Strange as
it may seem, we have long been fighting these bat-
tles on the medical care front with ideology as a
principal tool. But from now on, I think we are
going to fight more with the product from the com-
puters than we are with ideologies, because the ide-
ology problem, as I have said, is largely behind us—
not entirely behind us; but we have made the break-
through. And the breakthroughs that we have made
this past year are pointing pretty sharply in one
direction.

I make these opening remarks because the legis-
lative breakthroughs in this past year, in my judg-
ment, are only the beginning of a large number of
changes in public policy in relation to all aspects
of health care. I would include workmen’s com-
pensation programs and related programs that we
do not ordinarily think of in the States as being
in the medical care field. The States are going to
be increasingly concerned, for example, with the
problems of community coordination as suggested
by the heart disease, cancer, and stroke legislation.
Obviously, the States—the State health dep~tments
specifically-are no longer, for example, going to
be able to take a hands-off policy with respect to
voluntary insurance. Voluntary insurance has
now, for all practical purposes, moved into the
public sector with the Blue Cross organizations, for
example, being the fiscal inte~ediary for part A
under title XVIII. They are no longer a private
organization in the sense they were prior to the
present functions they are now assuming. There
are lots of ramifications of this sort which are com-
ing into focus very quickly and coming within our
scope of health department concern. We are go-
ing to have to bring these new concerns into our
statistical thinking, into our statistical studies and
analysis.

Before talking quite specifically about title XIX,
let me give you a little overall view on some ideas
about which I have been thinking. It seems to
me that the Medicare bill as passed by Congress
has created for us three diametrically opposed pro-
grams. If one is right, the other two are wrong.

If either one of the other two is right, then the

other two are wrong. These three programs do
not mesh. They do not mesh philosophically; they
do not mesh in terms of principles; they do not

mesh in many respects so far as I am concerned;

. . .

and I do not think they are going to stand up for
long in their present forms. At some point, we
are going to have to bring a more rational “and
orderly approach to all of these three programs.
For example, we have said it is national policy
in our country that all of the aged peopl*regard-
Iess of their income, regardless of the place they
live, regardless of whether they are working or not
working-are going to have a relatively high level
of hospital benefits as a matter of right. We are
backing up this right by a nationally established
and administered compulsory hospital insurance
program financed in this instance primarily by pay-
roll tax, with employer and employee contributions.

We have said, at the same time, that the same
group of ‘aged eligible for the first program are
going to have the right to elect on a voluntary basis
to pay $3 per month into a Federal medical insur-
ance plan and receive specified cash indemnity ben-
efits-paid either directly to them or to their
doctors—to meet part of the cost of their physicians’
services. Whenever expenditures of funds under
the voluntary program are insufficient to meet the
costs of the benefits promised, Congress is going to
underwrite the dfierence from general revenues.
The amount not covered by the voluntary medical
insurance plan is a risk assumed by the aged or by
the Federal-State title XIX programs.

In the first program, the compulsory hospital
insurance plan, we find the principles are pretty
largely those we had in mind in the 1930’s and the
1940’s when we were talking about a national health
insurance program in this country. Part A of
title XVIII is patterned pretty closely after the
national health insurance concepts of the thirties
and the forties. On the other hand, the voluntary
medical insurance plan meets virtually all of the
principles that the American Medical Association
wanted incorporated in a program which they
called, about a year ago, “elder care.”

Now the principles of the voluntary medical insur-
ance program do not jibe with the principles of the

compdsory hospital insurance program. Parts A
and B are two quite dfierent kinds of animals under
the same tent. The voluntary medical insurance
program, for example, is almost precisely what the
AMA advocated; it is a voluntary program, not a
comptisory program; it is administered through the
private sector, largely by Blue Shield, which again

is a doctor-sponsored organization. The doctors
set their own fees, and they can charge each patient
what they want to charge that patient. There are
deductibles and coinsurance features which people
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who have been spomotig this type of program have
wanted for a long time; there is recognition of tie
fee-for-setice principle; and there are meas:res
in this act which will tend to discouragehospitals
from providing medical services by pa+g physi-
cianson a salary or some other basis. It is *-
ally unlimted free choice of physician, and it con-
tains all of the other principles with which you are
so familiar.

These two svstems,P* A and B of tide XVI1l>
axe too incompatible ‘k concept to stand for long
without some basic changes. The need for ~ese
changes is going to come into focus rather rapidly
and will be the subject of amendments at the next
session of Congress. From there on out, the mo-
mentum for legislation changes will build up. But
in the final analysis, I feel it is going to be the data
and the formtiations that are supplied by you people
which will determine the direction of the changes
that we make in these two programs. To the extent
that part A is not meeting the problem where pro-
gram meets people, and to the extent part B is fall-
ing down, it seems to me you people are going to
be the ones who set up the mechanisms with tie
capaciti~ to pick up the problems.

We appreciate that parts A and B together are
only going to cover about 40 percent of the costs
incurred by the aged group. Even that may be
too high a figure. Mmy aged people in the States
and communities are going to be shocked when they
find that parts A and B cover only 40 percent. My
experience in the past few months has been that
most wed persons think Medime is going to cover
the whole cost of needed medical services. Many
of the aged are going to fall back on State and local
progmms for those services that are not covered by
parts A and B when they cannot pay for those
services from their own resources. We have yet to
eliminate the “means test” for the aged.

So it becomes particularly important for you to
be familiar with the way parts A and B operate in
your State. To gather the data necessary, you will
understand the process that is going on and can
interpret it to your principals-the Governors, the
legislature. You will be among the first to know
when a large segment of the aged is falling back
on State and local resources for a major portion of
its health care expenses after July 1, 1966.

Now we have superimposed on these two pro-
grams what we me caIling title XIX. Congress,
without too much artictiation and without very
much discussion, in hearings and otherwise, seemed
to realize that the failure of the Kern-Mills program

to meet the public expectations with respect to the
aged cotid not be laid aside by passage of title
~11 without something being done for the aged
unable to pay uncovered costs as well as for the other
disadvantaged groups. In effect, what we did on
title XVIII was to say that the Kerr-Mills program
was not the approach of choice in this country for
the aged; we had to have another approach. We
cotid not quite make up our minds whether we
wanted the approach of choice for the aged to be
primarily part A or primarily part B. So we put in
both, But we realized when that move was made
that we could not do one &g for the aged and
do nothing for the other disadvantaged groups. So
title XIX, whether we like it or not, really is an
attempt to face the fact that in a country like ours
you cannot do a program for the aged—who are
as a group a disadvantaged category-and then say
to all the other disadvmtaged people, “We are not
going to have any concern about you.” So title
XIX makes an attempt to do something about the
other disadv~taged groups.

One of our immediate problems is going to be to
defie what is a disadvantaged group with respect
to the other Categoria of persons-and here I am
talking about categories of public assistance. If we
are completely Iogid, this definition of disadvan-
taged groups for the other categori~ than the aged
must bear some definition, some relationswlp, to the
criteria used for saying that tie aged w a group
have presumptive need of the magnitude that we
have recognized in the passage of title XVIII. If
we take, in some generalterms, the criteria of pr~
sumptive need that we have setup for the aged and
move from there in the States, we can identify and
analyze the poptiation groups that are in like cir-
cumstances to the aged. We can then begin to
collect statistics and andp the problem faced by
tie States and the people in the States who cannot
pay for necessary medical cme. You will not only
have a very interesting problem but also one that
must be undertaken. It seems to me, we have no
choice at this tie. Because title XIX, whid really
bears no resemblance to title XVIII, pi&sup where
title XVIII leaves off. We have got to - now
to M about our responsibilities to provide equity
to all the poptiation groups which are in the same
circumstances, roughly, as are the aged. We have
said,for example, that when Fedeml funds are used
for medicd assistance under title XIX there is a
Federal s~dard *at must be observed by the
Sta*. Under title XIX we have Ao said that
physiciansmustbe paid reasonablechar=.
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We have gone a long way in title XIX in con-
trast to what we have done in other Federal grant-
in-aid programs. But what we have failed to say
in title XIX is that the level of protection to be
available to all people in this country is going to be
a matter of right, and not a matter left to the social-
policy decision of individual States. I point out
that here again in title XVIII we are saying na-
tionally that we underwrite and guarantee levels of
protection and eligibility as a right. But in title
XIX, we are saying to the disadvantaged groups,
“What you get depends on the social policy adopted
by the State where you live, even though the Con-
gress has set up a broad policy framework which
if fufly implemented by the States wodd give the
other disadvantaged groups even more than title
XVIII.”

The hard core of this problem is that we have
left title XIX up to the initiative of the States. For
how long can the programs in States Iike New York,
Massachusetts, and California be explained to peo-
ple in States with less adequate programs? Per
capita income in the States is not, perhaps, as im-
portant a factor in determining adequacy of pro-
grams as is the State’s social commitment. The peo-
ple in the Statti with higher social commitments
are going to take out a disproportionate amount
of money from Federal funds under titIe XIX.
These States are also going to provide for their
people what other States in some cmes are not will-
ing to do at dl. We cannot have these inequities
existing throughout the country without having a
political decision to make on our future course of
action. Here, again, I plead with you and your
colleagues to give the statistical and factual basis
for some intelligent planning on how we meet these
kinds of problems.

Title XIX is broader than our customary con-
cepts on grant-in-aid programs under public as-
sistance. It follows more closely the early concepts
developed under the grant-in-aid program for
handicapped children. Title XIX, however, does
leave completely outside of any program what I
would call the general relief group. This really
means that we have got four categories of situations:
(1) the aged with comptisory hospital insurance

which is relatively good protection; (2) the volun-
tary programs of medical insurance for the aged;
(3) title XIX—which I think is going to go the
path of the Kerr-Mills programs for the reasons I
have given, primarily the State initiative problem;
and (4) a category of disadvantaged people for
whom nothing has been done—they are still the re-
sponsibility of their communities and States; the
National Government is not as yet concerned about
them.

Obviously, this situation cannot continue. You
people are too logical and orderly in your thinking
to accept this kind of a situation. So, the conclu-
sion obviously is, as I see it, that on one hand we give
guarantees for some groups and on the other we
have done nothing for other groups. We really
have not established a national policy on how health
care for the disadvantaged is going to be financed.
But we are now testing out basically four different
approaches, and you people are the ones who are
going to have to give us the results of that test. I
am convinced that in the next few years there is no
domestic issue in this country which will receive
more public attention, debate, and consideration
by the Congress and legislators, as well as the press
and radio, than this whole probla of how we are
going to finance and organize health care. Factors
including the financing and organization of health
care together with determination of reasons for rises
in cost are now in a stage of ferment. As long as
that ferment exists, this problem is going to be on
top of the domestic agenda,

You people are at the very center of concern, be-
cause you are the ones who can furnish the answers
on the factual basis that will determine the direction
we are going to go from here on out. I plead with
all of you to go home, roll up your sleeves, think
about this broad problem of medical care, and then
start putting together all the pieces that are needed
for intelligent, public decisionmakiig. This is no
longer a problem that is going to be kept private;
this is now a public issue, a public problem, and
all the facts are going to be ventilated in the forums
of public opinion. You people either have the
facts, or you have to produce them, one way or the
other.

305

I



State Age6cies Under Title XVIII

Mrs. Dorothy Rice, Ofice of Research and
Statistics, Social Security Administration

It is rather dficult to follow Mr. Becker after his
pronunciation that the basic philosophies of the
three programs established under the Social Secu-
rity Amendments of 1965 are diametrically opposed
and that changes in the law will be forthcoming in
the near future to obtain a more rationaI national
policy to provide medical care to the various popu-
lation groups. In spite of Mr. Becker’s dire warn-
“ings, the Department of Health, Education, and
Welfare does have a responsibility for carrying out
the Social Security Amendments of 1965, and we
intend to see that they are carried out.

My topic for discussion is to describe the major
responsibilities of the three Federal agencies and the
State agencies under title XVIII of the Social Secu-
rity Amendments of 1965. I will leave to Mr.
Mulder and to Mr. Mugge, of the Welfare Admin-
istration, the task of describing the role of the
Federal and State agencies under title XIX.

The Social Security Administration has the re-
sponsibility for policy formulation and for the gen-
eral management and operational aspects of the
program. Briefly, these include the following:
First, the determination of the individual’s entitle-
ment to benefits and the nature and duration of
services for which the benefits may be paid.

The second responsibility is the establishment,
maintenance, and administration of agreements
with State agencies, providers of services, and inter-
mediaries. In this area considerable progress has
been made. Agreements have been made with the
State agencies in all States and with a considerable

nuber of intermediaries. We are proceeding to
make agreements with providers of service if they
are certified by the State agencies as meeting the
conditions of participation.
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A third responsibility of the Social Security Ad-
ministration is consultation with the Public Health
Service and Welfare Administration in the formu-
lation of major policies regarding conditions of par-
ticipation for providers. The Public Health Service
has worked very hard in this area and has consulted
witi many public and private agencies in the devel-
opment of conditions for participation for hospi-
tals, extended care facilities, home heaIth agencies,
and independent laboratories, These conditions
for participation are set forti in four publications
which are now available for distribution.

The fourth responsibility of the Social Security
Administration is the development and maintenance
of the research and statisticalprogram. In his pres-
entation yesterday, Mr. West described in some
detail the centralized statistical system which will
be maintained at the Federal level to report the util-
ization and financing of hospital and medical serv-
ices by the aged under the program. We envision
a strong and broad research program based on sta-
tistical data obtained from the reporting system, as
well as data outside the program obtained on a
special study basis.

Another responsibility of the Social Security Ad-
ministration is the general financial management
of the progr~. In the first year of the program,
it is estimated that more than $3 billion will be paid
out in benefits under title XVIII, The Social Secu-
tity Administration will maintain records of the flow
of funds.

The Social Security Administration also makes
the determinations of reasonable costs and amounts
to be paid to providers who have elected to deal
directly with the Government. Under part A of
the program, individual providers may nominate
an intermediary to serve in the claims process or
the provider may deal directly with the Social Se.
curity Administration. In the latter case, we have



set up administrative procedures to handle this
aspect of the program.

The Public Health Service has the principal
responsibility for carrying out the professional health
aspects of the program. These include professional
consultation and recommendation to the Social Se-
curity Administration in development of health and
safety and other guidelines for determining whether
providers of services meet the conditions for partici-
pation under the program. As previously indicated,
the Public Health Service has performed a tremen-
dous job in a very short time in preparing these
conditions for participation after consultation with
many public and private agencies. The Public

Health Service also has the responsibility of consul-
tation and advice to State agencies concerning the
application of standards for providers. This is a
very important function that is going on at this
moment, and this is a continuing function under the
program. The Public Health Service is also re-
sponsible for the coordination of program activities
with other health services and activities in the State.
This is also a very important function in which the
Public Health Service can serve as the coordinating
agency for the wide variety of health services pro-
vided in the States.

The third Federal agency involved in the admin-
istration of title XVIII of the Social Security
Amendments of 1965 is the Welfare Atilnistration.
It has a primary role in hospital and medical insur-

ance program planning, coordination, and evalua-
tion in matters that affect other federally aided

assistance programs; in assisting State agencies to

achieve a coordinated approach with other medical
care plans under the Social Security Act; and in
all other aspects of program administration affecting
public welfare agencies. The Social Security Ad-
ministration is working closely with the Welfare

Administration in several areas of mutual concern.
Arrangements are being made for States to pay the
premiums for the public assistance recipient they

enroll.

The role of the State agencies in carrying out
title XVIII of the Social Security Amendments of
1965 is described as the three “C’s”: certification,

consultation, and coordination. I have mentioned
the certifications that are made by the State agen-
cies to the Department of Health, Education, and

Welfare indicating whether hospitals, extended
care facilities, home health agencies, and independ-
ent laboratories meet and continue to meet their

respective conditions of participation. This func-

tion is intended to be a rational adjunct to ongoing
State activities, such as licensing of health facilities
and other standard-setting activities. In this con-
nection, I was asked whether there are any statisti-
cal responsibilities or requirements that are given
to the State agencies in the area. We will have a
central master provider file in Baltimore which will
be based on applications for participation under
the progra by providers of services. These appli-
cations will be transmitted through the State agen-
cies and the Public Health Service. Although data
will be available from a central file, the State agen-
cies do have a responsibility for maintaining
their own files for their own information. The cer-
tification process is an ongoing responsibility and not
one which ends on July 1, 1966, when the provider
of service is certified for the first time. This con-
tinuing responsibility clearly requires maintaining
records at the State level. The Social Security Ad-
ministration will be in a position to provide to the
State agencies lists of providers of services together
with considerable provider characteristics. We
hope that this will be a two-way street where State
agencies will use the capabilities and resources of
the Social Security Administration and the Social
Security Administration, of course, depends upon
the State’s agencies to supply the data for cert%ca-
tion under the program.

The consultation services of the State agencies
also are very important because they include con-

sultations with hospitals, etiended care facilities,
and home health agencies that need and request
assistance to meet the conditions of participation.
This is an integral part of the certification process.

Coordination by the State agencies relates their
activities in the performance of their functions un-
der the program to the various other programs in

the State which have to do with payment for health
care, quality of care, and the distribution of health
facilities. Coordination of such activities is de-
signed effectively and economically to utilize exist-

ing State facilities and trained personnel and to pre-
vent duplication of effort. The Social Security
Administration will reimburse State agencies for
their fair share of consultation services relating to
Medicare.

An important nongovernment group that has

a significant role in the administration of the pro-
gram is the fiscal intermediary. Under the hospital
insurance plan, groups or associations of providers,
on behalf of their members, may nobinate a na-

tional, State, or other public or private agency or

307



organization to serve as intermediary in the claims
process. The intermediary makes payments to pro-
viders for covered items and services on the basis
of reasonable cost determinations and assistsin the
application of safeguards against unnecessary utili-
zation of covered services. The intermediary may
also furnish consultative services to assist providers
to establish and maintain necessary fiscal records
and otherwise qualify as providers of services. It is
hoped that the intermediary will serve as a center
for communicating with providers in addition to
making audits of provider records.

Under the medical insurance plan, the intermedi.
ary’s principal function is to determine whether
physicians’ charges are reasonable and to make
payments.

In closing, I would like to emphasize that the
Social Security Administration is fully aware of the
interest of the public and of other groups in the
operations of the Medicare program, Wey in the
Office of Research and Statistics, hope to be in a
position to provide an accurate and comprehensive
picture of the utilization and financing of health
services under the Medicare program.

Major Respons~bilities of Federal and
State Agencies Under Title XIX

Mr. Carel E. H. Mulder, Assistant Chief,
Division of Medical Services, Bureau of Fam-
ily Services, Welfare Administration.

I was quite interested in the observations by Mr.
Becker as to what we are facing and what the future
may hold for us. I agree that we are dealing with
what in my chemistry days we used to call a rela-
tively unstable compound. We do not know
exactly what will happen, but we know something
is going to happen. I think we have identified a
challenge for those working in health research and
statistics. We have also very clearly identified
the cause of insomnia of most medical care
administrators.

However, the medical care administrators, par-
ticularly those with responsibilities under the Social
Security Amendments of 1965, have a dual role-
They have to be concerned with the future and plan
and lay the groundwork for what may come. But
they must also operate in the present, and, notwith-
standing the coficts that they too can see in this
legislation, I think they have to adopt the position
that, “What the Congress has joined together, let no
administrative official pull asunder.”
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Understanding these conflicts, we have a title
XIX program that can be looked upon in various
ways by vario~s people. It has been looked upon
primatily as a safety net under the title XVIII pro-
gram, so that those who are entitled to health insur-
ance benefits may use this program to fill the gap.
The gaps are many, and, as Mr. Becker indicated,
many people are not aware of these gaps. The un-
covered services not included in the benefit structure
are such items as dental services and drugs. This
may amount to 60 percent or more of the medical
care costs of the services people need after expira-
tion of benefits and those needed by people who may
have difficulty meeting some of the other conditions
in the way of deductibles, coinsurance, and
premiums.

But actually, as you already know, there is a
much broader purpose in title XIX, Its purpose is
to provide care and service for a broad population,
people of all ages who are unable to finance their
medical needs. The specific goal expressed in the
law is that by 1975 there will be comprehensive
medical care and services for all who are unable
to finance their own. This 1975 goal is still many



I

years away, but on the other hand these years will
slip by fast. In New York, they seem to have
slipped by extra fast. So this is a broad goal, and
I think that there is now a realization that this is
really a more important aspect of title XIX than
the concept of the safety net under title XVIII.

Title XIX has been referred to in both Senate
and House committee reports as an expansion and
improvement of the Kerr-Mills program. The need
for expansion, of course, was known from the very
beginning, because there was no sense in isolating
a certain group of people who have reached the
magic age of 65 to provide them with medical care.
The need for improvement soon became apparent
after the program was in operation and we saw the
States using the program in many cases to shift
financing from State and local sources to a fed-
erally supported basis. As a result, I think there is
now a universal agreement that the Kerr-Mills pro-
gram under the 1960 law was not a success. So this
new program contains advancement and improve-
ment.

Traditionally the medical care programs under
public assistance have had only two dimensions.
The dimension of the population that is to be cov-
ered by such a program, and the dimension of
the services that must be provided. The 1960 law
was rather unspecific, except for the concentration
on the aged, and did not give much direction as to
what the eligibility conditions should be. In the
services to be provided, it was very broad and con-
tained a list of about 15 services ranging from those
of the physician to chiropractic and spiritual heal-
ing, without any specific direction on priorities as
to what needed to be done. As a result of these two
dimens~ons, the programs (including programs
under titles IV, X, and XIV, of the Social Security
Act for the blind, and disabled, and families with
dependent children) were generally pretty inade-
quate. Some of them were broad programs that
provided comprehensive, or near comprehensive,
services; and some of them even became like
smorgasbords. Every service was available, as peo-
ple might wish it or as their practitioner might
suggest, and very little control was exercised. Title
XIX, of course, is much more specific in what

population shall be covered and what services shall
be minimally provided by July 1, 1967.

It has been said by a previous speaker that the

people on home relief are not provided for in the

legislation. This is not exactly true. The people in
the home-relief category are provided for but not

iinanced, because the provision in the law is that

the Secretary shall not make payments to a State
unless he is satisfied that the State is making efforts
in the direction of broadening the program so that
by 1975 all medically needy people will be covered.
That, of course, wodd include those who are on
home relief and cannot afford to pay for their medi-
cal care.

The thing that I would like to point out is that
the 1965 Amendments, title XIX, contain a new di-
mension, and that is a concern with the quality of
care. Title XIX has specific provisions for the
State to setup standards and methods to assure that
the care will be of high quality. As a result we
have developed a conviction in the Welfare Admin-
istration that these programs must contain a sound
system of evaluation. And for such a system of eval-
uation, there is need for a much larger body of in-
formation than ever before—a large body of statis-
tical data which must be concerned with much more
than dollar signs.

The gathering of information needed for evalu-
ation, planning, and program directing has not been
effectively done in the past. ItisOw hope to do
a better job in title XIX and in conjunction with
title XVIII. We have an obligation to make sure
that whatever data we do collect are able to be cor-

related to the data which are collected in connection
with other programs.

Now there are some problems in achieving all of

this. A major problem is this: Title XVIII is a
colossal, monolithic program. It operates under
nationwide rules and regulations; it can prescribe
records and reports anywhere throughout the Na-

tion; it can give instructions through its own staff
lines as well as through intermediaries, carriers, and

State agencies. As a result, it is in a better position
to obtain uniformity and quick response to the need

for data. Title XIX has the characteristic that it
is a grant-in-aid program that will deal with 54
different jurisdictions. State plans will vary from
one State to another. And the ability of the States

to set up adequate information and evaluation sys-
tems also varies. Moreover, we are in a position
of being permitted only a minimum of Federal di-
rection-no more than the law specifically author-

izes or we can require for proper and efficient ad-
ministration with respect to standards to be set and

procedures to be followed. On the other hand,
though, we do recommend that with the advent of

titles XVIII and XIX a real attempt be made to
develop common policies and procedures to the op-

timum extent.
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Vendor Medical Care Program

Dr. Robert H. Mugge, Chief, Program Re-

search Branch, Diutiion of Research, Bureau
of Family Services, Welfare Administration

The previous speakers really did not leave me
much to say. I agree with all that Mr. Mulder
has said about our general approach to the develop-
ment of medical care statistics, and we cannot get
much more specific at this time. Perhaps, though,
I can fill in a few details of interest for you. I did
want to comment first that in discussing the sources
of useful information on medical care one of the
speakers yesterday omitted a particular program
under which $172 billion worth of medical care is
provided each year and for which we do have con-
siderable statistical information, although still far
from what we need.

I speak, of course, of the vendor medical care
program under the federally aided public assistance
categories. On the assumption that some of the
rest of you lack such information as that speaker
did, I wish to recount briefly the kinds of informa-
tion that we do have and which we should look at
if we are interested in what is being done under the
progras. For quite a number of years, as Mr.
Mulder has mentioned, we have had general finan-
cial information. WJedo know how much has been
provided under each of the categories by each
State for each year since 1950, and for several of
the more recent years we also have these data
detailed by broad types of service.

Since early 1961, we have been obtaining utiliza-
tion data on medicaI care provided under the pro-
grams. Begitig with fiscal year 1962 for old-age
assistance and medical assistance for the aged and
with fiscal year 1963 for all programs, we have
obtained from the States the unduplicated counts of
recipients by program and by type of medical care
received, so that we are able to determine to what”
extent the broad categories of care are reaching the
people. We have the costs related to thb utiliza-
tion, and we have broad kinds of data relating to
care provided under the categories: hospitalization
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discharges by length of stay and by discharge diag-
nosis, nursing home care by length of stay, physi-
cians’ visits by place, and number of drug prescrip-
tions. This pretty well summarizes what is still
perhaps a small and limited program of statistics.
We are, to be sure, still crawling and trying to walk,
but still we consider these present reports to be the
basic data from which our statistical research and
reportin~ program can and must build, And I
rni~ht say that although we have been working very
hard with the States to get this basic foundation in
complete, valid, and reliable form, we are having a
great deal of difficulty just getting this much from
many of them. One particular State-in fact a
rather large State with a large research staff and
the latest and biggest in computer equipment—
continues to report that the old-age assistance re-
cipients receiving medical care are equivalent to
120 percent of the unduplicated caseload for the
year. In other words, they have not been able to
get proper unduplication of their medical care
recipients.

In most States, the reporting is based upon the
billing process, the information that came through
the bill, just as will the utilization data for social
security medical care under the title XVIII pro-
gram. And, as Howard West mentioned, we have
the problem that it still takes us longer than 6
months to get in all the bills. Therefore, in devel-
oping utilization data for a year, you have to wait
for another 6 months to receive all the needed in-
formation. In addition, you have to allow for proc-
essing time. some of the States are still 6 to 8
months late in getting in their reports. But we have
been working with them, and the situation is
improving.

In addition, we have planned to conduct peri-
odically surveys of the recipients of medical care,
and we are currently conducting a survey of the re-
cipients of the Kerr-M~s program, MAA. This
survey will enable us to relate the general social and
econotic characteristics of the recipients to the



levels of utilization and the types of care received.

We plan to do this more frequently with all of the

programs and, of course, title XIX in particular.
We have a specific plan for developing our report-
ing program in relation to title XIX. Of course,
basically we must know how our services, provided

under title XIX, jibe with title XVIII. We must,
and we shall, adjust our financial reporting and our
recipient reporting to determine the extent to which
the medical care provided is in the form of deducti-
bles related to title XVIII and the extent to which

they are coinsurance or other supplementation.
We also plan to seek additional, more intensive

data with an indication of the nature and quality

of care. The basic utilization program we have
now does give some broad indications of quality in
showing the extent to which clients avail themselves
of hospitals, physicians, etc. But what else is prac-

tical to include in a statistical program that WZ
provide truly usefd, hard data on quality of care?
It is easy to make broad generalizations about this,
but good, solid, specific, objective proposals are

hard to come by. Do you try to measure exactly
what the physician does in his office? We certainly
must get data on major surgical proceedings, but
we really do not have the answer for reporting on

what is done in the ofice otherwise. Now, we have
seen some classifications of physicians’ services, in-
cluding consultations, examinations, diagnoses, ad-

vice, etc. But if you were a doctor in an ofice

~odd you really know when to report that what
you were doing was a consultation, examination,
diagnosis? I venture to say that any half dozen
would likely give you a half dozen Merent an-

swers in describing some specific services. There
are no easy answers to this. We shall have to con-
tinue to try to develop good indices as to the quality

of care. One of the specific areas we can get into

on quaIity will relate to the qualifications of the
providers of care.

Someone asked a question yesterday as to why we
do not require use of the same medical care billing

forms as Social Security, so that we can come up
with comparable data. There are some legal co~-
siderations, since some States have laws that require

the use of their own forms. However, as strongly
as possible we are encouraging the States to use
the SSA forms also for their own programs. If

these forms cannot be used for legal reasons, we
shall probably require the same content. We shall
also be developing recommended-or perhaps re-
quired-procedures for States to use in adminis-

tering their medical care programs, methods which

will yield the needed statistics as a natural byproduct
of proper medical care administration. ,.

Those of us who are in the business of running a

research and statistical program are caught in the
middle between the demands for ever-increasing
statistics and the practicality of obtaining useful
data. On the one hand there are the protests that

we fail if we do not obtain vastly detailed data on
every possible aspect (whether it is truly measurable
or not), and on the other hand there are the protests
from the operating agency people that if they have

to spend much more time collecting statistics they
will have no time to provide services to people.
The computers will certainly help us to solve this
dilemma, as they can provide us with great amounts

of detailed itiormation ve~ rapidly, once tie case

information is fed in. But for some time we shall
have the problem that great human effort is re-

quired to make sure that something other than

garbage goes into the computer in the first place.

(And the computer won’t sweeten the garbage.),

But we statisticians must retain some skepticism

as to the real need for vast amounts of new and

greatly detailed statistics on the medical care pro-

grams as long as the very valuable and basic utili-

zation data now available are either unknown or,

if known, are used so little. Obviously, we statis-

ticians and the program administrators and
theoreticians need to get together more so that

we can better understand each other’s problems.
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Program Operations in a Metropolitan Area

Dr. Matthew Tayback, Deputy Commissioner

of Health, Baltimore City Health Department,
Maryland

The City Health Department in Baltimore, in
connection with the State Department of Health in
Maryland, has been engaged in the administration
of a publicly funded medical program for indigent
individuals since 1948. When responsibility for
administration of the medical assistance program
to the aged was added, this placed us in the field
of care of the medically indigent. In addition, we
have had responsibility for bits and pieces of other
publicly funded programs for the medically indigent
in Baltimore. However, these have not been
offered under an organized plan.

As a consequence of the above circumstances,
medical care administration has been a subject of
major interest. We have studied it very carefully,
hoping that at some stage the medical care needs
of the medically in&gent codd be met by a formal
program as these needs of the indigent have been
met since 1948. In connection with the operation
and management of au of its programs, our Depart-
ment historically has undertaken to look at them
with the assistmce of medical statistics. Over the
years, careful attention has been given to the appli-
cation of medical statistics for program manage-
ment. While no Nobel prize for new methodological
developments has been earned, we have constructed
techniques involving the use of medical statistics
in medical care administration which are unques-
tionably of critical importance.

Thus, the experience gained since 1948 can now
be applied to the administration of title XIX. For-
tunately, we will be relieved of the day-to-day
responsibility for payment of bills. This responsi-
bility will be taken over by the State Department
of Health for the entire State, using fairly advanced
computer equipment, and this is as it should be.

At the local level, we are able to devote our entire
attention in medical care to the issue of evaluation.
We feel that a local health authofity, partictiarly
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in a metropolitan area—namely, the city which is
associated with large proportions of individuals who
are poor—must interest itself in. the management
and evaluation of the titles XVIII and XIX pro-
grams. If it does not, it has no major place in the
medical affairs of a major city. Currently, we pro-
pose to concentrate on the issue of an evalua.fion of
the title XIX program.

Three methods are being developed. Firstj em-
ploying the prototype of industrial quality controlj
certain quantitative criteria will be set forth in re-
spect to utilization patterns. These criteria will be
concerned with the use of services provided by
physicians, pharmacists, and hospitals. They will be
set up in terms of dollar units and effort units. In-
dividual patients and physicians, who fall outside
the range of customary levels of utilization, will
move into a medical audit phase. The medical au-
dit will be undertaken by physician members of our
staff and by pharmacist consultants.

We have had some experience in this regard with
previous publicly funded programs for the indigent.
A computer program has been debugged and can
be employed for titIe XIX beginning July 1, In
this regard, it is essential to note that we do not
judge the consumer or provider on the basis of the
fact that he is selected for medical audit by a com-
puter in connection with certain quantitative cti-
teria. These individuals, the producer and con-
sumer, merely fall into a class which is designated a
“query” class. This group is subject to very careful
study by physicians and pharmacists on the staff,
As an example, we have ident%ed a physician who
is recorded as making weekly visits each to a number
of patients in nursing homes. This is a very fine
service, 52 or more visits a year per patient, but it
becomes somewhat Mcult to fund when one re-
imburses on the principle of usual and customary
fees. When fees amount to 40 percent of what the
physician should get, the sensitivity to an issue of
this type is quite low. But once one commences
to pay usual and customary fees, the doctor will re-



ceive an adequate reimbursement for his time.
Then one must ask such a provider to adhere to
usual and customary patterns of providing services.

So far as patients are concerned—that is, the con-
sumer—there is the problem of “shopping.” Title
XIX provides wide latitude to the consumer in
seeking service. We believe in this principle.
However, under conditions of this type the phe-
nomenon of shopping arises. The consumer may
visit any number of providers, not maliciously but
deriving out of the pattern of illness. This can be
an intolerable situation from the point of view of
good medical care. Computers are programed to
detect this sort of thing. These cases are subject
to medical audit. The medical audit saves some
money and also improves care. The patient usually
is not benefiting by this type of shopping about.
Quantitative controls of this type will be accepted
by all responsible parties—the medical society, the
State authority, and the Federal authority. But
they tend to be negative in direction for they do
not seem to provide alternatives. Quantitative
controls tend to be dollar oriented and not care
oriented. Thus, they are but one of several ap-
proaches.

The second facet of our evaluation program con-
cerns the issue of quality. This is a difficult mat-

ter, but not an unknown, in terms of how one goes
about it. The Health Insurance Plan of Greater
New York and several other organizations have ex-
plored the problem. We propose to identify cer-
tain categories of patients for which there is a high
degree of, but not necessarily complete, unanimity
of thinking as to how such patients shall be han-
dled. For example, diabetics should be physically
evaluated at certain intervals, undergo a certain
schedule of blood sugar determination, and so forth.
One can titablish say five or six utilization patterns

that are necessary for the proper care of diabetic in-
dividuals. Having identified a sample of diabetics
and having documented the actual utilization pat-
tern, the question which arises is, “How does the
pattern of utilization conform to the standards set
forth by physician consultants?” This procedure
can be used for a group of cardiovascular patients
and a number of other types of entities.

The third part of our program is a sampling of
the eligible population with a household interview.
It is proposed to visit these individuals and deter-
mine what their utilization patterns were in the
light of what is the known physical and disease
situation of the individual. We also propose to
ascertain whether these individuals understand
fully the benefits to which they are eligible under
the title XIX program. In addition, we will ac-
complish some soft measurements, through such
questions as, “What is your attitude toward the
program?” “Have you had some difficulties?”
In my own experience I have rarely used this form
of measurement. I believe, now, it has its place in
the evaluation program, and I intend to build it
into our immediate plans, at least during the first
year of the administration of title XIX.

Briefly, this is our program. Our staff will con-
sist of physicians trained in public health. It will

include pharmacists who have experience in the

administrative complexities of publicly funded pro-
grams of drug services. We are able through our

own resources to secure and also train a group of
medical analysts. The support of a computer is

essential, and we will secure this from the medical
school of a nearby university.

The major objective of the systems outlined is
simply stated: Optimum care at reasonable cost

and with judicious use of medical manpower.
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Research on Vital Statistics Methods

DISCUSSION

During the 10th National Meeting of the Public
Health Conference on Records and Statistics, one
workshop considered vital records in health re-
search, including evaluation studies. Its objectives
were:

1. To stimulate greater use of vital records in health
research;

2. To improve the quality of data for use of vital
records in health research with regard to four
aspects-completeness of registration, omission
of items on certificate, validity or accuracy of
items, and reliability of items;

3. To consider administrative, financial, and legal
problems in the use of vital records, with par-
ticular reference to confidentiality and costs.

The consensus of the workshop was that most
vital statistics offices are being funded only for serv-
ice operations. Preferably, health departments
should fund thae offices so they may develop their
own record-linking systems with other data. With
the increasing demand for services, continued re-
search on the quality of data is needed. It was sug-
gested that such research can be funded by grants
from Federal agencies.

A PHCRS Study Group on Field Experiments in
Vital Records Improvement was constituted for tie
1964-66 biennium and charged with:

Describing areas of needed research; devel-
oping protocols for a series of controlled ex-
periments, perhaps using experimental and
control registration districts to test different
methods of improving the quality of data; ex-
ploring with various States the possibility of
undertaking recommended experimen~ or
some modification of these; reviewingand
helping to improve applications for research
granti in this area; and assisting the interested
States in bringing research proposals to the
attention of the authorities.

SUMMARY

The present workshop was set up as a forum to
review research studies underway (first session) and
research studies under consideration (second ses-
sion ).

FIRST SESSION

Report of the Study Group

Mrs. Margaret F. Shackelford, University of
Oklahoma Medical Center, reviewed the activities
of the Study Group. To stimulate development of
projects to improve the vital statistics system, State:
health officers, registrars, and statisticians were in-
formed of the objectives of the Group and were
invited to develop research proposals. She defined
the term “field experiments” as a tool used to gain
information about the system which might affirm

or deny opinion as to how it functions. The vital
statistics system is functioning with the same collec-
tion principles laid down around the turn of the
century, and there has been no overall examination
of whether these principles are now outmoded,

Responses were received from 14 States. Four
States indicated interest in research concerning
accuracy of reported residence data, reporting of
congenital malformations, accuracy of the reporting
of cause of death, and computer utilization. One
New England State reported an interest in develop-
ing a proposal which would examine the basic vital
statistics system, hopefully to adapt new techniques
and equipment to the collection process.

Areas of possible financial support were investi-

gated by the Study Group. The Department of
Health, Education, and Welfare has a number of

grants mechanisms, and there is no indication of
barriers on their use in support of vital statistics
methodological research. Grants authorities from

the Public Health Service and the Children’s Bureau



met with members of the Study Group to explain
the sources of support from research grants and
contracts.

Mrs. Shackelford said that the Study Group had
addressed itself to an “awareness” program directed
at the needs of the system and had stimulated the
formulation of studies that, once conducted and
evaluated, might improve the statistics now
produced,

ResearchStudies Underway

The flrsf three presentations were on research sfudies under-
way in cooperation with universities.

Quality of Data Reported on Birth Record 8up-
Plements,—Mr. Robert W. Hiller, Minnesota State
Department of Health, said that the Children’s
Bureau has funded an evaluative study on the qual-
ity of data reported on birth record supplements.

In January 1965, new items were added state-
wide to the supplements. These items, both medi-
cal and social, relate to education of parents, date
of marriage, last.menstrual period, etc. This study
is an inquiry into tie vital statistics system as a
method of collecting detailed data on both the
mother and child. The objectives are to determine
quality of information reported, characteristics of
hospitals and completeness of information reported,
relationship of hospital reporting procedures and de-
gree of agreement between hospital records and
birth certificates, and effect of discrepancies on
tabulations. The Minnesota Hospital Association
and the School of Public Health, University of
Michigan, are cooperating with the health depart-
ment in conduct of the study.

The Children’s Bureau has also approved a sec-
ond Minnesota study for a developmental grant.
This study will consider the significance of varia-
tions in infant mortakity in that State. ‘

Demographic Studies in Family Dynamics.—A
proposal ha been developed jointly by the Bureau
of Vital Statistics, California Department of Public
Health, and International Population and Urban
Research, University of California at Berkeley, for
a 5-year program of study dealing with marriage,
fertility, and marital dissolution.

Mr. Par.dW. Shipley reported that in 1964 there
was widespread legislative interest in family stability
within California. As was reaIized when planting
data were needed, there is a dearth of information
on family dynamics. The California divorce regis-
tration progr~ is being expanded, ad a program

of research if funded could provide demographic
statistics that wotid fill tie major gaps in informat-
ion needed.

The objectives of the studies are to:
1. Increase the knowledge of family dynamics,

2. Analyze marriage fertility,
3. Provide base data for additional studies, and
4. Stimulate future studies.

Tabulations of divorce data are underway. The
California ofice would do the studies if resources
permitted, but supplemental resources are needed
to get underway with the studies proposed. As
planned, in the collaboration between the Bureau
of Vital Statistics and International Population and
Urban Research, the former will supply technical
skills and personnel in the collection, processing,
and tabulation of vital statistics, and both will col-
laborate in formulating analytical problems, work-
ing out the additional tabulations required, bring-
ing in comparative material from other studies, and
writing up the results.

It was noted in the workshop that the scope of
this research program covers all areas of vital sta-
tistics, not only grassroots problems of registration,
but analysis as well. The basic methodological
concept here is record linkage, which is a method
of revitalizing the vital statisticssystem.

Epidemiological Studies Using Vital Stati-stiesas
a Takeofl Bme—Dr. Helen Abbey, of The Johns
Hopkins University, reported on studies in the grad-
uate school where vital records were used in
epidemiological research. Birth and death records
can be used both as end points or as beginning
points in such research, and for each of these points
she cited examples.

The health department entered into the projects
by furnishing copies of certificates involved in the
research and in providing information on selected
characteristics or causes under study. There is
need to build into the vital statisticssystem methods
for providing records information more effectively.

The following three presentaiians at this session concerned
cantracf supported research.

Iowa Congenital Malformation.r Study.—Dr. An-
ders S. Lunde, NCHS, said this study is a joint proj-
ect of the Epidemiology Branch of PHS’S Division
of Dental Public Health, the NCHS, and the Iowa
State Department of Health. The purpose of the
study is to determine the completeness of reporting
of congenital malformations on the birth certificate.
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Iowa was selected because of its high incidence of
reported congenital malformations and also because
of the number, size, and distribution of hospitals in
the State.

Since this is a study which is underway, the pro-
cedures in use were reported upon and discussed in
some detail.

Field Testing of the Standard Certificates of Live
Birth and Death in Louisville-Je#erson County
(Kentucky) .—Dr. Ronald C. Kelsay, Local Regis-
trar, Louisville Department of Public Health, has
field tested the proposed standard certificates under
contract with the NCHS. This is an evaluative
study, investigating both the mechanica of complet-
ing the certificate and the types of information being
collected. Some areas investigated in the me-
chanics of completing the ce&cates were ease of
completion, use of check boxes in the medical sec-
tion, space needed for items, ease of reading com-
pleted certificates, reasonable location of items, and
ease of key punching.

Most items on the certificates have been collected
over a period of years. The items were studied as
to the “uetiess~ appropriateness, and quality of
the data collected. Some attention was also given
to other items which might be needed on the certifi-
cates in the future. This study is a beginning; much
more work needs to be considered in fiese areas.

New York City Study on Automatic Data

Input—Mr. Sidney Binder, former chief of the
NCHS Division of Data Processing, reported on this
research study. The purpose of the study was to
explore the development and test the feasibility of a
system for paper tape input to tie computer using
tape generated simdtaneously with the preparation
of birth (and death) certificates. Equipment for
this purpose was installed in three hospitals in New
York City. Similar equipment was installed in the
New York City Health Department for use in the
preparation of additional paper tapes for recording
and transmission of corrected or additional data on
the ceficates and to cross index numbers assigned
in the hospital with ceticate numbers assigned in
the health department.

Experience in the study indicated that Werences
encountered by the hospitals in preparing satisfac-
tory tapes wotid require continued and close liaison
at considerable cost betw~n the data preparation
staff of the health department and the personnel in
the hospital who prepare the ceticates.

Most differences were due to the fact that the
hospital personnel were concerned primarily with
the preparation of the paper document (the certifi-
cate) and were consequently unaware of the fact
that the tapes produced could not for the most part
be machine processed.

SECOND SESSION

Research Sfudies Under Consideration

There were six proposed studies described at the
second sessionof the workshop.

0 Dr. John B. De Hoff, Balfiore Health De.

partment, said the purpose of one study is to de-
termine the quality of data on death certificates.
The funeral director will be approached to ascertain
how the certificates are filled out. This should lead
to instructive material on completing the death
certicate.

Physicians will be queried as to how the medical
data are entered on the death certificate, Under
consideration is what kind of review the medical
entries should have; i.e., by the medical record
librarian when the record is reviewed in the hos-
pital or by the hospital epidemiologist. It is hoped
this study will spot the problems of getting accurate
information, determine what is legally required that
should not be required, and determine what is not
legally required that should be required.

~ Mr. Hiller described a study planned jointly
by the Mayo Clinic and the Minnesota Department
of Health.

Death certificates filed in Olmstead County
(Minnesota) for the years 1935-65 will be matched
against Mayo Clinic records and, for comparison
purposes, cause of death will be recoded for the
matching records.

This is an evaluative study to determine the ac-
curacy of reporting of cause of death and is an
example of the use of death certificates as end
points in research.

. Mr. Thomas C. Dundon of the NCHS said the
buriaI transit permit as a useful tool in registration
has been under discussion for some time. A study
is suggested to gain more knowledge of the purpose
of the burial permit, laws governing the use of burial
permits, differences in registration of deaths in
areas where the law is observed and where it is not,
and the need for the burial permit as seen by law
enforcement officials.

After evaluation of findings, it should be possible
to determine whether the permit should be used *
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it is presently or modified to conform to present
social and legal needs.

● The meaning of certain medical terms entered
on death certificates was studied by a working group
of the PHCRS from 1952 to 1958. According to
Miss Lillian Guralnick, NCHS, medical terms that
were difficult to interpret for coding purposes were
set forth jointly by the NCHS and States partici-
pating in the study. Queries to establish the mean-
ing of terms reported were mailed from State of-
fices to physicians who used the medical terms.
From the replies, interpretation of the use of medi-
cal terms was established and incorporated into the
cause-of-death coding instructions for State and na-
tional use.

The findings of the first study proved to be im-
mensely helpful to the States and the NCHS in de-
termining the underlying causes of death, and many
will be incorporated into the eighth revision of the
International Classification of Diseases. Because
other medical terms reported also need the same
intensive study, it is suggested that a similar project
get underway through the mechanism of a PHCRS
study group.

● Mr. Kenneth Johnson, Kansas State Depart-
ment of Health, reported on a proposed study which
would match death records to State census records.

Kansas has a unique annual census enumeration
by county assessors. By matching death certificates
against census records, it would be possible to estab-
lish the accuracy of reporting of residence, The
mobility of the decedent population as compared to
the general population could also be studied, as well
as the hospital to which they resort for care. Age,
as reported for the decedent, could also be compared
with the item on the census record.

This study is in the planning stage. A develop-
ment grant would be helpful in getting it underway.
It is expected that a demographer from Kansas
State University will work with State health de-
partment personnel in the conduct of the study.

● Mrs. Margaret F. Shackelford, University of
Oklahoma Medical Center, is interested in the use
of birth certificates as a sampling frame for morbidity
studies.

Because of the set format of the birth certificate,
there is recognized conflict of interest between legal
and demographic items as they appear on the record.
Demographers and statisticians would like to extend
information on medical and social characteristics
for research uses. Using birth certificates as a
sampling frame would allow for expanded sources
of such information. These sources might include
followback to hospital records, sampling from log-
books in delivery rooms, and querying samples of
mothers.

Problems that might be encountered in this type
study could be small frequencies of reporting, in-
complete data on hospital records for referred cases,
etc.

DISCUSSION

A great deal of interest was expressed in tie proj-
ects described. The consensus of the workshop was
to continue a study group in this area. It was sug-
gested that the activities of such a group should em-
phasize the development of guidelines for research
projects, the publication of working papers on the
areas needing research, and methods for the devel-
opment of joint projects between the health depart-
ments and universities. While it was suggested that
universities might initiate research projects and be
responsible for their development in cooperation
with State or local health departments, the con-
sensus was that, in most instances, it would be best
for research projects to be initiated by State or local
health departments with the university staff acting
in a consulting capacity.

The long-range objective is the improvement of
the vital statistics system. The immediate need is
for research into current operations and the devel-
opment of improved methods. While a beginning
has been made in focusing attention on these re-
quirements, much remains to be done in removing
the obstacles to these developmen~.

DOCUMENTATION

1. Progress Report of the Study Group on Field
Experiments in Vital Records Improvement.
PHCRS Dec. No. 606.4, May 31, 1966.
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Marriage Registration
DISCUSSION SUMMARY

Present Status of the Marriage Registration Area

In his opening remarks, Mr. Leo A. Ozier, Deputy
State Registrar of Illinois, discussed progress since
establishment of the Marriage Re@stration Area
(MRA) in 1957. In these 9 years, 38 States, 2
independent registration cities, the District of Co-
lumbia, Puerto Rico, and the Virgin Islands have
been included init. Of these, Illinois, North Caro-
lina, West Virginia, and New York City were ad-
mitted to the MRA since January 1, 1964. Com-
plete reporting of marriage and divorce statistics
is necessary to the overall statistical work in the
study of population.

The recent publication “Marriage and Divorce
Registration in the United States” was praised as
excellent promotional material to use in emphasiz-
ing the importance and use of marriage and divorce
statistics to various associations, such as the Amer-
ican Bar Association, State legislatures, and the
County Clerks Association.

Recent Developments in Marriage Reporting

A discussion of procedures followed. Several di-
rectors of vital statistics in States which have en-
acted recent marriage legislation presented their
experiences, providing ideas for directors with
similar problems in other States.

Mr. W. D. Carroll of Texas described the proc-
ess Texas went through to obtain a new law. He
stressed the importance of timing and preliminary
groundwork in the legislative process. After two
previous attempts, a law establishing central files
and a standard marriage license application as the
form for reporting marriages to the State office was
passed in 1965. The application (exhibit 1) is
signed by the applicants, and the clerk completes
the form as to the date and place of mtiage from
other information when the application is returned.
Mr. Carroll anticipates nearly 100 percent com-
pleteness of reporting in the fist year.
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Mr. Herman Katz, City Clerk of New York City,
explained the marriage registration activities of his
office and recent legislative changes concerned with
confidentiality of marriage data in New York State.
Each borough in New York City can issue marriage
licenses, and such licenses will be adequate for
marriage in other locations in the State. The facts
of marriage are completed and returned to the place
of licensing. New York City is an independent unit
in the collection of marriage data. Approximately
72,000 licenses are issued in New York City each
year, and 50,000 to 60,000 are issued in the remain-
der of the State. New York City was admitted to
the MRA this year and will send microfilmed copies
of its marriage records, beginning with 1965 events,
directly to the National Center for Health Statistics.

A certificate of marriage is issued after the mar-
riage record is returned. The information on the
certificate relates only to identity-name, place of
residence, place of marriage, and, date of mar-
riage-since it was felt that the marriage applica-
tion contained too much personal information to be
a public record. Since about 1840 in New York
City, a file has been maintained on all clergymen,
judges, etc., who are authorized to perform mar-
riages.

Despite objections from Mr. Katz, the New York
State Legislature removed the race or color item
from the State’s marriage forms. Mr. Katz thinks
that if the Conference goes on record that the race
item is important, even if it is placed in the confi-
dential section, the legislature would be favorably in-
clined toward restoting it in some future session.

Mr. Ozier felt that efforts to clarify what informa-
tion is public and what is solely for statistical use
would help to reduce opposition to supplying cer-
tain information items.

Mr. Ciaccio of Louisiana explained that every
person in his State authorized to perform marriages
is registered. A copy of his signature is available
with other facts, such as civil position or denomina-
tion. This information aids in a querying program.



Mr. Paul Shanks of West Virgi&a discussed the
importance of gaining the support of lmal officials
in furthering the success of the marriage registra-
tion program. A vital statistics act was initiated in
1921 in West Virginia, and there had been reporting
of a limited number of items on marriages on ledger
sheetsto the State office. In 1961, it was discovered
that West Virginia lacked only a few items on its
record form toward meeting important criteria
to qualify for the MRA. In 1962, the Chief of the
Marriage and Divorce Statistics Branch of the Na-
tional Center for Health Statistics discussed the
needs for and the uses of marriage data at the an-
nual State County Clerks Association meeting. In
1963, Mr. Shanks, with the assistance of the Na-
tional Center for Healti Statistics, presented a rec-
ommended marriage record for adoption in a series
of district meetings with State Association members.
Several suggestions for revision were made, and a
form was put into use. On January 1, 1964, the
new marriage application form (exhibit 2) went
into effect. The original application is kept by the
county clerk, and a copy is sent to the State Division
of Vital Statistics.

At the end of 1965, the State o%ce considered
that complete and accurate statistics were being
cofiected, and a request was made that a test of
registration completeness be conducted. In Janu-
ary 1966, a marriage registration completeness test
by the National Center for Health Statistics re-
vealed 97 percent complete reporting of 1965 events
and a high degree of item completeness. In two
counties, the State of residence of the bride and
groom was not being recorded. Since Wls has been
corrected and a very close liaison has been main-
tained with the county clerks, marriage registration
is probably better than 99 percent complete. West
Virginia was admitted to the MRA effective witi,
1965 events.

Mr. James O. Porter of Arkansas and Mr. Loren
E. Chancellor of Iowa (who has been consulting on
improvements in the Arkansas system of indexing
and registration of marriages and divorces) de-
scribed recent developments in that State. Steps
have been taken to index marriages and to promote
completeness. Currently, a querying program is
underway to secure completion of records. The
State laws have been amended to give the State
Health Department authority to amend the record
form. In Arkansas, the responsibility for return-
ing the marriage record form after the ceremony
rests with the persons who were married. It was
felt that Arkansas has a satisfactory marriage reg-

istration system, but that a new form is needed. It
is planned that a modification of the standard form
will be adopted in Arkansas at some future date.
For every marriage performed in the State, one dol-
lar of the fee goes to the State office. Both Mr.
Porter and Mr. Chancellor feel that Arkansas will
be ready to enter the MRA very shortly.

Mr. John Sullivan of Nevada explained recent
legislative developments in hls State. Nevada had
tried for several years to establish central files for
marriages, but many attorneys in the State opposed
this earlier legislation. Then in December 1964,
the American Bar Association effectively persuaded
the State Bar Association to urge the legislature to
adopt legislation establishing a State marriage regis-
tration program. A bill authorizing State registra-
tion was passed; however, no action was taken on
the appropriation. Mr. Sullivan anticipates no op-
position in the next session of the State legislature.
The registration program should become operative
in 1968. The two-dollar fee collected for issuing a
marriage application will be divided between State
and local offices to help finance the program. Mr.
SulIivan again emphasized how important the lead-
ership of the American Bar -Association and the
State Bar Association has been in these legislative
proceedings in Nevada.

The Revised Sfandard Cerfificerfe of Mcrrriage

Dr. Robert D. Grove, Chief of the Division of
Vital Statistics of the National Center for Health
Statistics, opened the discussion on the status of the
Standard Certificate of Marriage (exhibit 3). The
certificates have not yet been approved but are cur-
rently at the Bureau of the Budget. It is hoped
that they are in almost final form and will be avail-
able for use in the fall. After final approval, photo-
graphic negatives of the forms will be made and
furnished to interested States for use in preparing
their own certificates.

Dr. Thomas P. Monahan, Professor of Sociology
at State University College, Oswego, N.Y., approved
addition of the item on education but felt it was un-
wise to delete the occupation item. Dr. Grove
pointed out that any State that wishes to do so may
retain the occupation item on its certificate form.
Most States have items which are not on the stand-
ard certificate. Dr. Monahan asked why the
names and States of birth of the parents of the bride
and groom were added to the certificate. Dr. Grove
explained that these items were added for identifi-
cation and genealogical purposes at the recommen-
dation of the study group which considered the
standard certificates during the 1964-66 biennium.



Dr. Carl Ortmeyer of the National Center for
Health Statistics reviewed new items which have
been added to the marriage certificate. Many of
these were added to bring the marriage and divorce
certificates more nearly into confotity with other
vital records. Dr. Ortmeyer made particdar men-
tion of the importance of clarifying the wording of
items to alleviate coding problems.

Specific changes in the marriage certificate were
explained:

1. The residence item was changed to give the local
street name and number. This information
will he usefd for que~g programs, in the
study of local migration, and for matching
certificates witi census data. Separate State
and county items were specified to yield greater
completeness. Currently, the county of resi-
dence is omitted a great deal.

2. The added information about the parents of the
bri& and groom should be useful in matching
marriage and ‘birth records for further research.

3. The title of the officiant enables tabulations to
be prep$ed by type of ceremony, whether civil
or. religious.

4. The item on “Number of this marriage” enables
tabdations to be prepared by marriage order.

5. The item “Lazt marriage ended by (death, di-
vorce, or anmdment)” shodd elicit data lead-
ing to more accurate appraisals of the effect of
divorce and death on remarriage trends.

6. The addition of the education item on the
standard certificates haz very interesting re-
search possibilities. The education item is
much e=ier to code than occupation or indus-
try and has at least az many research applica-
tions in fie social sciences.

Mr. Ozier pointed out the misunderstanding by
many persons about the reasons for having a con-
fidential section on records. Dr. Ortmeyer sug-
gested that the addition of the confidential section
shodd aid in improving completeness and accuracy
of reporting.

There is no designation of any specific iterns as
constituting minimum items for admission into the
MRA. It is felt that States shotid conform to the
items on the standmd certificate as closely as pos-
sible and not omit essential items.

Dr. Monahan suggested that States shotid ex-
amine their existing mafiage laws. A few States
have adopted provisions in their vital statistics laws
which require them to accept the new standard
ceticate.
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Uses of Marriage Dafa

Dr. Pad Glick of the Census Bureau discussed
possible research uses of data. He maintained that
education is the single most useful socioeconomic
item obtained from marriage and &lvorce records,
This is evident because education greatly affects the
future of young people. It influences their income,
when and whom they will marry, the number of
children key will have, and their chances of suc-
cess. It is very feasible to secure data on grades of
school completed, and these data are easy to code.
There is little resistance to giving information about
schooling, it is well known to both partners, and
reporting errors are within acceptable limits. Edu-
cational information is equally applicable for both
bride and groom. A woman’s occupation does not
tiuence her standing as does her husband’s or
father’s occupation. Education at the time of mar-
riage is an even better indicator of socioeconomic
status than income, because many people maxry
right after school when their incomes are often quite
limited.

Dr. Monahan again called attention to the im-
portance of occupation as a socioeconomic indicator
because it shows a “way of fiving,” It was observed
that one of the main problems in the use of occupa-
tion was developing an effective coding scheme. A
great amount of querying effort would be necessary
to have complete and accurate occupational data.
Most States do not have the time and money avail-
able for this type of program.

Dr. Franklin D. Yoder, Director of Public Health
of Illinois, emphasized that health department in-
terest in family formation would increase as society
becomes more complex. With growing programs
in maternal and child health, there is a need in plan-
ning these programs for marriage statisticsin smaller
areas than counties. If dati were available on a
census tract basis, data from vital records would aid
in determining where health facilities are needed.
Health department programs at all levels are de-
pendent on data about family formation,

Dr. Glick reported that definite progress has been
made in Congress toward initiating a census every
5 years.

Gaining Acceptance of the Cerfificafe

Mr. Chancellor of Iowa outlined aids in gaining
acceptance of new items. It is important to work
with three distinct groups within the States: The
clerks of court, the Council of Churches, and the jus.
tices of the peace. Currently in Iowa, the law
divides responsibility for reporting of martiages be-



tween the officiant and the clerk of the court. Iowa
hopes to revise the law to put the entire responsi-
bility on the clerk of the court. Mr. Chancellor
meets with the clerks of court at least once a year
and feels this hm been a great help.

Mr. Ozier again reminded the group that public
relations and groundwork are very important in the
States in getting legislative authority, exploring
existing codes to determine regulatory authority,
and obtaiting minor legislative amendments.

Dr. Carter, former chief of the Marriage and
Divorce Statistics Branch of the Division of Vital
Statistics, National Center for Health Statistics, dis-
cussed the important part that professional societies
can play in the expansion of the MRA. Such or-
ganizations as the National Council on Family Rela-
tions, the American Bar Association, and the Ameri-
can Sociological Association have professional in-
terests in complete and accurate collection of data
about marriages and divorces. Social scientists gen-
erally see the necessity for good data on family for-
mation and dissolution. Professional organizations
can be helpful in creating a demad for statistics on
marriages, thereby influencing State legislatures.

Dr. Grove said that an instruction manual for
persons who handle marriage licenses will be pre-
pared and ready in about a year or so.

It appears that the trend is favorable for in-
clusion of more areas in the MRA. Public rela-
tions, timing, and preliminary groundwork are es-
sential in planning to secure enabling legislation.

DOCUMENTATION

Exhibits:

1. Application for Marriage License, Texas.

2. Application for Marriage License, West Virginia.

3. U.S. Standard Certificate of Marriage and “The

Revised Standard Certificate of Marriage.”

4. Items on Marriage Records Tabulated by NCHS

Showing Deficiencies in Areas with central
Files, June 1966

5. Map of the Marriage Registration Area: June

1966.

6. Map of Areas Maintaining Central Files of Mar-
riage Records, June 1966.

The following exhibits were also used in the

Workshop on Divorce Registration:

7. “Importance of Marriage and Divorce Records
and Statistics.”

8. “Criteria for State Participation in the Marriage
Registration Area and in the Divorce Registra-
tion Area.”

9, Marriage and Divorce Registration

and Independent Areas.
in the States
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APPLICATION FOR MARRIAGE LICENSE, COUNTY, TEXAS

.—.. —---
,’I. Fd.LL NA$c{: FIRST MIDDLE LAST 5,
I !
!2. USUAL RESIDENCE STREET NAME AND NUMBER CITY — — ~T~——’ ‘

!
(
i3. UATE OF 61RTH

I
~~COLOR OR RACE

~.PLAcEoFBRTH ~

6. PROOF OF IDENTITY AND BIRTH DATE

~, FULL NAME
4

FIRST MIODLE LA s
~

1 I
.— .—
15. USUAL RESIOENCE STREET NAME AND NUMBER ‘S-T ATE

~

1
12. COLOR OR RACE

**” ‘--

3. PROOF OF IO ENTITY AND 121RTH

L

\v

G

OATH

Each party hereto, for himself, or herse Iy and together, solemnly swears that the information set forth hereinabove in this application is true

and correct; that neither party is @i

G@

ed o Incapable of entering into the marriage relation; that the parties are not of the relationship prohibited by

lair and that there are no legal im ns to such marriage.

SIGN AT U~E-OF MALE APPLICANT SIGNATURE OF FEMALE APPLICANT

Subscribed and sworn to before me on ,19_

County Clerk

County, Texas

By , Deputy

E OF MAP. R[AGE ,19_ COIJNTY OF MARRIAGE
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WEST VIRGINIA STATE DSPAR7MENT OF HEALTH-DIVISION OF VITAL STATISTICS

APPLICATION FOR MARRIAGE LICENSE
LicenseNo.
License Issued, Date County State file No—

GROOM
Write plainly with 1. ~ulle [First) (Middle) (Last) 2. COLOR
permanent i n k or OR RACE

typewriter. 3. DATE
OF BIRTH

(Month) (DaY) Wear) 4. AGE (Last Birthday) 5. RELATIONSHIP

Years
6. BIRTHPLACE (City or Town,

TO BRID~ None ❑
7. USUAL RESIDENCE Street & No.

State or Foreign ~untry)
City or

or Rur. Rte. Town
,

I I COunW Siaie

8. $E;;;~S Never ~ST MARRIAGE ENDED BY:

WATUS
Mafiied De~th Divorce

9. NUMBER OF
Annup PREVIOUS

MARRIAGE~ None •l
10. FATHER’S WE I ?1. MOTHER’S MAIDEN NME

BRIDE A \?
12. FuLL

NAME
(First) (Middle) 13, COLOR

OR RACE
A

14. DATE [Month) [D
OF BIRTH

15. AGE (Last Bitihday) 16. RELATIONSHIP

Years
17. BIRTHPLAcE (city or Tow”, \

TO GROO~ None ❑
~ESIDENCE Street & t40.

State or Foreign country)
City or

or Rur. Rte. Town

County State

19.;R~;;~;S Never
Ma~[ed

LiST MARRIAGE ENDED BY:
De~th Divorce

20. NUMBER OF

STATUS
Annu~ PREVIOUS

21. FATHER’S NAME
MARRIAGE~ None U

Inn” ‘OTHEws.m’DEN ‘m’,
~~e, ~room,or,The applicant(s), being first duly sworn, declares that the statements above are true and correct.

bo~ should sign ~ 2S. SIGNATURE
OF GROOM

24. ;S;;;;;E

25. Taken, subscribed and sworn to before the under.signed auih.arlty by the applicant(s) above, thi— day of , 19_

, County Clerk By

Deputy Clerk, County Court of County, W. Va.

RkCORD OF tiRRIAGE

TO Counfy Clerk: 26. DATE OF
MARRIAGE

(Month) (Day) LYear) 27. COUNTY OF MARRIAGE 2B. ClTY OR TOWN

1. Transcribe infer.
OF MARRIAGE

:.l:hcls:mfo::: 29.::;c~;T’s ,
ord of Marriage.

B. ADDRESS

*. ,,*m ~,: ~n,or C. AUTHORIZED ❑=U7— —— ‘————
——

POSITION
date this record is

OFFICIA~” ~~;~IAL
Specify Religious Body Specie Authorized Positlo”

completed. 3D. SIGNATURE OF
COUNTY CLERK

,31. pf,4; [Month) (Day) (Year)

VSD08 (1-lti)
1’

I
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w
M
a v LICENSE r

NO. U.S. STANDARD
FORM APPROVED
BUDGET BUREAU FORM NO.

TYPE, OR PRINT,IN COUNN
wRMANSNT INK

OATE CERTIFICATE OF MARRIAGE STATE FILE NUMBER
0

GROOM- NAME FIRST MIDOLE LAST

iOR INSTRUCTIONS
REFERIO THE HAND
BDOK ON RICISISA

L

TION AND MARRIAGE
REGUIAIIONS

RESIDENCE: STATE
I

COUNTY
I

CITY, TOWN, OR LOCATION
I

INSIDE CITY LIMIIS
SmCIFY YES OR NV

2a. 2b. 2C. 12d.

STREET AND NUMBER STATE IF NOT IN U,S,A,, NAME COUNTRY DATE MONTH OAY YEAR

OF BIRTH OF BIRTH
2e. 3. 4.

FATHER- NAME flRSl MDDLf 18S1 STATE OF BIRTH ;A;;;j;~;$; MOTHER- MAIDEN NAME STATE OF BIRTH IF NOT IN U.S.A.,

5s,

NAME OF COUNTRY

Sb, 68, 6b.

‘BRIDE - NAME FIRST MIODLE LAST
I

MAIDEN NAME – IF DIFFERENT

7a. 7b.

RESIDENCE: STATE COUNTY CITY, TOWN, OR LOCATION INSIDE CITY LIMITS

h. 8b,

SPECIFY YES OR NO

8c, 8d.

STREET AND NUMBER STATE IF NOT IN U.S.A., NAME COUNTRY OATE MONTH OAY YEAR
OF BIRTH OF SIRTH

~ 88. 9. 10.
3
2 FATHER- NAME fl’s’ ““mE ‘AS1 STATE OF BIRTH IF NOT IN U.S.A., MOTHER- MAIDEN NAME STATE OF BIRTH IF NOT IN U.S.A.,

NAME OF COUNTRY NAME OF CDUNTRY
:
;g ha. llb. 12a. 12b.

+%
4.

APPLICANT- SIGNATURE DATE
I

APPLICANT- SIGNATURE OATE

5: lSa.
:.$

13b.

3: MONTH DAY YEAR PLACE OF MARRIAGE COUNTY
I CERTIFY 7HA1 THE ASOVE NMEO

STATE

;; mRSONS WERE FAUFRIED ON:

z
14a, 14b,

g OFFICIANT- SIGNATURE MONTH OAY YEAR
. I

RELIGIOUS OR CIVIL OFFICIAL SPECIFY

)14C. 114d. I 14s

WITNESS- SIGNATURE , WITNESS-SIGNATURE

158. 15b.

LOCAL OFFICIAL MAKING RETURN 10 STATEHEALTHDEPARTMENT DATE RECEIVED MD. OAY YEAR

SIGNATURE BY LOCAL OFFICIAL

16b.

CONFIDENTIAL INFORMATION

NUMBER OF THIS MARRIAGE ‘pEc’Fr 19. EDUCATION
WHITE, NEGRO, AMERICAN INDIAN, ETC.

sWCIFY HIGAFEST GRADE COMPLETED

(FIRST, SECOiiD, THIRD, ETC.)
lsd. ELEMENTARY HIGH SCHOOL CO LLk GE

LAST MARRIAGE ENDED BY
~RclR” (0,1, 2,3,4,... OR8) (1, 2,3, OR 4) (O, 1,2,3, 4,0R5+)

a. b. c,

NUMBER OF THIS MARRIAGE ‘PEC’FY 22. EDUCATION SWUW HIGHEA1GRACECOMK3TW
WHITE, NEGRO, AMERICAN INDIAN, ETC. (FIRST. SEWND, THIRD. ETC.)

SPECIFY
21a. ELEMENTARY HIGH SCHOOL COLLEGE
LAST MARRIAG&ENOEO BY SPECIFY (0,1.2,3,4,... OR8) (1, 2,3, OR 4) (O, 1,,2,3,4, OR 5+)

m
DEATH &~;~$E~T

21b. s. b. c.
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THE REVISED STANDARD CKTIFICATE OF MARRIAGE

The new Standard Certificate of Marriage suc-
ceeds the Standard Record of Marriage which was
recommended in 1954 by tie Public Health Service
as a model form for use in reporting statistical data
about marriages. Many of the changes from the
standard record in the title and items on the new
Standard Certificate of Marriage bring this cer-
tificate into conformity with the new Standard Cer-
tificates of Birth, Death, Fetal Death, and Divorce.
This standardizing of the items appearing on all of
the standard certificates has several advantages. For
example, the uniform reporting of residence data is
important for marriage statistics so that marriage
rates based on place of residence of bride and groom
can be estimated for comparison with the rates at
which other vital events occur to a population of an
area such as a State or metropolis . The MRA now
covers three-fourths of the marriages in the United
States, including those in all but one State east of
the Mississippi River. Standardization of this item
makes it possible to compute and compare rates by
residence for several States and counties or metro-
politan areas. When all States are in the MRA,
rates by residence can be made available for all
States and definitely bounded local areas. If cer-
tificates are interchanged, these rates can be de-
termined at State and local levels.

Specific changes in the residence and other items,
,most of them common to two or more of the revised
certificates, are:

Residence.-Items of residence data are re-
quested in the same order as on the standard rec-
ord—State, county, and city, town, or location. A
question about whether or not residence is inside city
limits and an item, street name and number, have
been added. The detailing of each item in a box
of its own emphasizes the importance of recording
complete residence data. The order of the items
helps in classifying brides and grooms by largest
residence area (State) first, than by as many suc-
cessively smaller residence subareas as are required
to allocate the persons or tabtiate the data for the

purpose at hand.

State of birth.-Title of item was Place of birth,
but data to be recorded are the same.

Items related to certification of the marriage.—
On the revised certificate the officiant certifies to
tie date and place of the marriage, signing his name

below these data, along with the date and specifica-

tion of his official position as religious (priest, pas-
tor, rabbi, etc. ) or civil (judge, mayor, etc.). The
date and place of the marriage provide some of the
most essential marriage statistics. The clergyman or
civil official who performs the ceremony already
certifies to these clata in many States. It was felt
that this should be the practice in all States. In
most States, he also enters the title of his office.
This title will be used by the NCHS in classifying
the ceremony as civil or religious. These statistics
provide information about proportions of civil and
religious ceremonies in various locations; also, for
analyses of relationships of age at marriage and mar-
riage order to type of ceremony.

Name and State of birth of father and mother of
bride and groom.—These items were added at the
request of study group members considering the new
certificate. An interesting possible research use of
these items is that of aiding in matching the mar-
riage record to the birth records of the bride and
groom where these data are also usually given for
the parents of an infant.

Race.—The term “color” was dropped from the
“race or color” item since the responses desired
are not primarily color groups. The most common
groups referred to by the term “race” are listed
on the ,certicate.

Education: Highest grade of school completed.—
This item has been substituted for usual occupation
and kind of business or industry. The item on
education is simpler to report and classify” than are
those on occupation and industry. It is a more
stable indicator of socioeconomic differences for
young brides and grooms. This item also appears
on the Standard Certificates of Live Birth, Fetal
Death, and Divorce or Annulment.

A number of questions can be answered more
factually with these data on education. Estimates
can be made of clifferences by educational level in
probabilities of first marriage (and of remarriage
of widowed and divorced). Trends in age and sex
specific marriage rates can be determined for persons
with little or no schooling as compared to those at
higher educational levels. The extent to which
persons marry partners at tie same education level
as themselves can be determined. Knowledge
about relationships to education of rates of marriage,
divorce, widowhood, and remarriage is needed to

provide “bench mark” statistics for comparison with
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similar statistics about the family life of groups such
as, for example, those with health, welfare, or fam-
ily problems. Changes in marriage rates of persons
at difFerenteducation levels in response to changes in
levels of economic activity can aIso be determined.

Number of this marriage; Last marriage ended by
(death, divorce, or annulment), with date ended.—
The items about previous marriages are needed to
classify the order of the current marriage and to
present accurate rates of remarriage, as well as age
and other characteristics of persons remarrying,
since these differ for previously widowed persons
from those previously divorced. The date on which
the last marriage ended is needed for statistics on
duration of divorce and widowhood preceding re-
marriage. Only the date on which the lastmarriage
ended is a new item. It maybe used in conjunction
with the item on the Standard Certificate of Divorce
or Annuhnent requesting the date of the marriage
being ended and/or the date of death on the death
certificate for verification and for other purposes.

Confidential information.—In order to guard
more completely the rights to privacy of marrying
couples with respect to most of the personal infor-
mation they supply, the new certificate has a sec-
tion for confidential information which includes the
items on race and education along with those about
marriage order and information about the last mar-
riage. Several States do not now provide for a
confidential section on the marriage certificate.
However, the overall purpose in recommending this

section is to retain these data for prescribed legal
uses and legitimate research and statistical uses,
Dr. Grove has noted in a recent paper that “Mar-
riage records have traditionally been treated as pub-
fic records in local offices. However, the National
Center for Health Statistics believes that the rea-
sons for confidential treatment of certain informa-
tion are as valid for marriage and divorce as for
birth certificates.” 1

Other items which have been added or revised,
are:

Local file number
License issued: County

Date
Signatures of applicants and dates
Signatures of witnesses and dates
Date (certificate) received by local ofikial

These items are recommended for administrative
controls, including detection of delays in reporting,
and for future legal verification of the parties to the
marriage and other purposes. They are presented
on this ceticate in order to consolidate important
information on one form. It is recognized that the
selection and precise wording of these items may
vary depending on State laws.

1Robert D. Grove, Ph. D., “The New Standard Certifi-
cates of Vital Events.” Paper presented on Oct. 21, 1965,
at a joint session of the Statistics Section and the American
Association of Vital Records and Public Health Statistics
at the 1965 meeting of the American Public Health
Association.

Exhibit 4

items on Marriage Records Tabulated by NCHS Showing Deficiencies in Areas with Cenfra[ Files,

Area

Arkansas . . . . . . . . . . . . . . .
Minn~ota (Ledger).. . . . .
Missouri . . . . . . . . . . . . . . . .
North Dakota . . . . . . . . . . .
South Carolina . . . . . . . . . .
Texas (Law) . . . . . . . . . . . .

Age or
date of
birth

(I)

—
—
—
—
—
—

Rate

(2)

June 1966 -

Pre-
vious
mar-
ital

status

(3)

x
x
g

x

Num-
bt~i;f

mar-
riage

(4)

Date
of this
mar-
riage

(5)

—
.
—
—
—
—

State
of

resi-
dence

(6)

Stap
mar-
riage

(7)

—
—
—
—
—
—

2ounty
of

resi-
dence

(8)

co:~ty T:~

mar- ;cere-
riage mony

(9) (10)

s::

birth

(11)

1 Item not explicitly requested.
NoTE.-= Item on form. X= Item not on form,
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u.s. 9EPARTnwT OF 18EALTII, EDUCATION, AND wELF,4RE

Public }Ie.lth S.rvice N“ti. n”l Center (or Health Stntistlcs

AREAS MAINTAINING CENTRAL FILES OF MARRIAGE RECORDS
JUNE 1966

Exhibit 6



Exhibit 7

IMPORTANCE OF MARRIAGE AND DIVORCE

In the development of marriage and divorce rec-
ords and statistics, State health departments have
actively assisted the National center for Health
Statistics in collecting data needed for national sta-
tistics. The State health departments have taken
the principal role in requesting legislation authoriz-
ing State files of marriage and divorce records from
which basic statistics are tabulated. These efforts
have resulted in the growth of the Marriage Regis-
tration Area from 29 States in 1957 to 36 States and
the District of Columbia; of the Divorce Registra-
tion Area from 14 States in 1958 to 22 States. In
addition, 7 States outside the MRA and 18 oatside
the DRA have central files of records. A number
of States outside the registration areas are securing
needed legislation and adequate reporting to central
files, Thus, in most of the States, the State health
department now assumes a major share of the re-
sponsibility for improving marriage and divorce
statistical reporting programs.

A few months ago, a State registration official de-
scribed a problem. He was expected to discuss the
usefulness of marriage and divorce statistics, but he
felt hard pressed to cite specific examples. The
following comments are directed to this problem.

General Uses of Marr;age and Divorce Data

1.State agencies—Courts adjudicating domestic
relations cases, welfare and correctional pro-
grams wishing to compare family formation
and dissolution statistics among their clients
with similar statistics for the State as a whole,
State legislative committees or Governor’s task
forces wishing information about marriages
and divorces for a variety of purposes.

2. Business and industries in the State—Those that
market prod~cts for new families, including
clothing, appliances, house furnishings, jewelry,
etc., and products for infants.

3. Press, radio, television-For programs and arti-

cles about young marriages, about marital dis-
ruption, about expected increases in nmbers
of marriages and divorces as the post-World

War II “baby boom” babies grow up, about

frequency of remarriage and of marriages
among older persons, and, about children af-
fected by divorce.

*prepared for the meeting of the Health Services Ad-
ministration Committee, ASTHO, Nov. 16, 1965.

RECORDS AND STATISTICS*

4. College and university extension programs—
Dat~ for theses, texts, and class discussi~n.

5. Church organizations-Dab on relative fre-
quencies of religious and civil ceremonies and
on trends in divorce.

6. The general public—Many ask for accurate
statistics about early marriages; about trends in
divorce; and on most of the topics about which

press, radio, and television writers inquire.

~. State and local health departmenti-Health edu-
cation and other health department services
for young married couples and new parents,
and for mothers after marital disruption; pro-
gram planning for programs offering th~e
services.

Public Health Uses of Marriage and Divorce Data

That statistics from birth and death records are
useful in State health departments is well estab-
lished. Not so well established, and perhaps not
so obvious, are the possible uses of marriage and
divorce statistics.

The statistics, combined with other information,
are useful in planning and administering some of the
health department’s programs, especially those in
maternal and child health. Marriage records sup-
ply information about geographic areas of concen-
tration of brides by age. They also usually provide
an approximate index of the socioeconomic status
of the couple (for example, occupation or educa-
tional level of the groom) as well as the race or color
of the couple. If the State can add an item on in-
tended residence after marriage of the couple, statis-
tics can be obtained on the distribution of brides in
t!!e childbearing ages. Projection of trends in num-
bers of brides in the State or in local communities
would be helpful in anticipating increases or de-
creases in needs for health education materials, serv-
ices of public health nurses, and any other services
available to mothers, particularly to young mothers
with their first-born child. If the health depart-
ment through clinics or in other ways provides in-
formation about family planning, trends in the
number of young married couples will be useful for
anticipating needs for these services. Distribution
of health education materials about nutrition for
maintaining child and family health should also be
related to the numbers of young brides.

In addition to pro~am planning, opportunities

might be made available to young couples securing
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marriage licenses to apply for or to indicate interest
in State or local health department services avail-
able to them. Through this channel, the health
department might reach a broader segment of the
public.

If the State health department has a fle of mar-
riage records, the cooperation of social scientists or
public health researchers can be secured in design-
ing surveys to secure more data on the health
knowledge and health problems of recently married
couples. One way of doing this is by the device of
followback studies; that is, by sampling marriage
records of recently married couples and securing the
needed data from them by interviews or mailed
questionnaires. Such studies could yield much in-
formation about gaps in health education and health
problems among the recently married.

Information from divorce records—i.e., number
of children, especially minor children, of couples
securing divorces-can be useful in maternal and
child health progrm. Case workers with domes-
tic relations courts codd cooperate in supplying in-
formation to local health departments about antici-
pated residences of divorced mothers with minor
children. If some mothers, living through the
stressof marital disruption, feel inadequate and de-
feated, inattention may generate or intensify nutri-
tional and emotional health needs of children. An
increase in the number of recently divorced moth-
ers in a State or local community may thus be one
indicator of increased need for mental health and
child health services.

Family relationships, both husband-wife and
parent-child, play a key part in the intensification
and alleviation of mental health problems. Dr.
John J. HanIon, after Iisting various professionally
trained persons whose services are needed in mental
health progras in public health, comments, “. . .
perhaps tie key group toward which the efforts of
all the others should be primarily aimed, are par-
ents—both actual and prospective.”* The same
possibilities which make marriage and divorce statis-
tics and records useful in relation to maternal and
child health programs apply in developing programs
of mental health services-especially trends in num-
bers of new families and recently divorced mothers
as indicators of groups whose education and aware-
ness of mental health needs and services are vital.

Marriage and divorce statisticsare usefd parts of
any program for estimating population growth and

*Hanlon, John J., M.S., M.D., M.P.H., Principlesof
Public Health Administration,fourth edition, St. Louis,
Me., C. V. MOSIYco., 1964,P. 630.
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increases and decreases in numbers of families in
States and local communities.

For estimates of population growth in a State
or other area, the classic formula is population at
the beginning of a period of time plus births plus
people migrating into the area minus deaths minus
people moving out of the area. Marriage and di-
vorce trends may be indirectly useful in using this
formula-marriages because women in the child-
bearing ages have increased probabilities of bearing
chiIdren, divorces because they signalize decreased
probabilities of bearing children, If numbers of
births are projected for estimating future trends in
population, it is useful to be able to estimate rates
at which women maybe expected to marry and di-
vorce (thus altering their probabilities of bearing
chddren). Overall estimates of population growth
in a State or community are useful in planning for
land uses, tax revenues, economic growth, school
needs, and growth in needs for health services, per-
sonnel, and programs.

Why Central Sfafe Files of Marriage and Divorce
Records?

Local registration and filing of these records meet
some needsYbut far from all. For one hing, it is
almost impossible, on a local community basis, to
secure marriage statistics by place of residence,
These statistics must be tabulated centrally so that
persons who did not marry in the communities in
which they lived can be allocated to these communi-
ties. Marriage rates and other statistics by State
and county of residence will also be one of the major
gains when every State can report data on place of
residence to the National center and can send to
their States of residence copies of the marriage
records of persons coming into the State to marry.
At present, marriage rates for each State are actually
ratios of number of marriages occurring in the State
to number of people residing in the State. Hence,
they measure, without differentiating, rates at which
persons cross State boundaries to marry and rates
at which residents marry in the State, and they fail
to measure rates at which State residents go to other
States to be married. Just as we have birth sta-
tistics by residence of mother and exchanges among
States of birth records, we could have, it would seem,
marriage statistics by place of residence of bride
and of groom along with the exchanges of marriage
records.

Another great advantage of a State file of records
is that indexes based on it cover a broader area than



—

a local community
locating certificates.

Another essential

and are far more useful

gain from State files is

for

the
greater ease with whi;h data can be collected and
classified by uniform procedures and supplied to
users with relatively exact and uniform definitions
of concepts. For example, county totals of mar-
riage could be tabulated as marriage licenses issued,
marriages performed in the county, marriages per-
formed on licenses issued in the county, or marriages
of residents in the county. A uniform definition of
“county total of marriages” is essential for accurate
statistics.

Why Should Files be in the State Health Depart-
ment?

Health departments have assumed responsi-
bility for marriage and divorce programs partly be-
cause they include vital records and statistics staffs
with invaluable experience in registering, certifying,
and processing records and statistic in the programs
established for births and deaths. Since records
of marriage and divorce, as well as those of births
and deaths, are created and registered using public
funds, the public is entitled to essential statistical
information from them. The State health depart-
ment includes in its vital statistics ofice an operation
which can maintain files of these records and could,
given the resources, produce the basic statistics
from them. They can also improve the quality of
the data when necessary, if given adequate statutory
authority to secure complete reports from local
offices.

However, the fundamental significance of mar-
riage and divorce statistics in a State health depart-
ment rests in the broadening of the goals of public
health, Along with traditional concerns in public
sanitation, communicable disease control, and other
health surveillance activities have come new con-
cerns about chronic disease, mental and emotional
health, and environmental health. These new con-
cerns of public health involve relationships in fami-
lies and other groups. As public health becomes
more concerned’ with the family relationships so
essential to emotional, nutritional, and other aspects
of good health, information about families, includ-
ing data on marriage and divorce, will become es-

sential in assessing needs for public health services.
State health departments can supply the basic statis-
tics on family formation through marriage, growth
through births of children, and disruption through
divorce or death for local, State, and national pur-
poses.

Public Interest in Marriage and Divorce informa-
tion

In 1964, the National Center for Health Statis-
tics received over 1,500 requests for information on
marriages or divorces. Although the number of
inquiries received by State and local offices is not
known, it is certain that it would be much larger.,
The inquiries received in the National Center for
Health Statistics come from the Congress, various
Federal agencies, business organizations, news
media, college professors and students, welfare and
religious organizations, and a variety of other
sources.

Some examples of the specific information re-
quested will be of interest. What are the trends in
numbers and proportions of teenaged brides and
grooms? What proportion of so-called teenage
marriages end in divorce compared to percents of
all marriages ending in divorce? What effect did
the deferment from military service in 1963 of mar-
ried men have on the marriage rate of young men?
What are the expected marriage rates in the future
of teenage men and women?

Another subject of interest concerns children of
couples who are divorced. What are the trends in
proportions of children affected by divorce? What
provisions are made for the financial support of
these children? What proportion of persons who
remarry bring minor children into their new mar-
riages?

A large number of inquiries ask for facts on mar-
riage and divorce rates—trends and projections,
rates of specified years or areas, and rates at which
marriages end in divorce.

Many inquiries were also received for statistics
on numbers of marriages in which bride and groom
come from different religious or ethnic groups, for
trends in such marriages, and for estimates of rates
at which such marriages end in divorce.

Several requests were known to be for statistics
needed in larger program planning or research
projects. For example, the Veterans’ Administra-
tion, trying to estimate future benefits due to sur-
vivors of deceased veterans, is interested in mar-
riage rates as estimates of risks of first marriage
and remarriage at different age levels, along with
statistics on age differences between bride and

groom.

Directors of a survey research project on adults
receiving outpatient psychiatric care need age-spe-
cific divorce rates for general adult populations with
which to compare rates among their outpatient
populations.
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Marriage rates respond quickly to changes in ployrnent increases. They can be useful when
levels of economic activi~, particularly levels of un- compared with other trends as indicators of changes
employment, with the rates decreasing as unem- in economic activity.

Exhibit 8

Criteria for State Participation in the Marriage Registration Area and in the Divorce Registration Area

1. The existence of adequate central files of marriage records or of divorce and annukent records,
2. The use of a statistical record form containing items of information recommended by the Public Health

Conference on Records and Statistics.
3. A functioning registration system with all local areas reporting regularly to the State office.
4. .Toint testing of re~stration completeness and accuracy between the State office and the Division of

Vital SIatisticsI

State or area

Arizona . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Arkansas . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
California . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Colorado . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Connecticut . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Delaware . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
District of Columbia . . . . . . . . . . . . . . . . . . . . .
Florida . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
IKlnois . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Indiana . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Kentucky . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Louisiana . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Orleans . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Maine . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Massachusetts . . . . . . . . . . . . . . . . . . . . . . . . . . .
Minn~ota . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Mississippi . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Missouri . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Nevada . . . . . . . . . . . . . . . . . . . ..-. . . . . . . . . .
New Hampshire . . . . . . . . . . . . . . . . . . . . . . . . .
New Jersey . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New Mexico . . . . . . . . . . . . . . . . . . . . . . . . . . . .
New York (excluding New York City) . . . . . .
New York City . . . . . . . . . . . . . . . . . . . . . . . . . .
North Carolina . . . . . . . . . . . . . . . . . . . . . . . . . .
North Dakota . . . . . . . . . . . . . . . . . . . . . . . . . . .
Oklahoma . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
South Carolina . . . . . . . . . . . . . . . . . . . . . . . . . .
Texas . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Vermont . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Washington . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
West Virginia . . . . . . . . . . . . . . . . . . . . . . . . . . .
Puerto Rico . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Registration areas: Criteria for participation
(X= Criterion met; —= Criterion not met)
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aAgreement for joint testingof regis@ationcompleteness
and accuracyis made aftermeetingthe otherthree criteria.

b Area reports to the State.
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Exhibit 9

Marriage and Divorce Registration in the States and Independent Areas

Area

Marriages

Central files
established

(Year)

1908
1913
. .
1917
1905

. .
1897
1913
1811
1927
1952
1896
1947
1962
1959
1880
1913
1958
1937
1870
1892
1914
1841
1867
1958
1926
1948
1943
1909

. . .
1858
1848

1880
1847
1962
1925
1949

. . . . . .
1907
1906
1852
1950
1905
1945
1966
1919
1857
1853

. . . .
1921
1907
1941
1931
1953

[ncluded in
MRA

(Year)

1957
1957

. . . . . . . .

. . . . . . . .
1957

. . . . . . . . .
1957
1957
1961
1957
1957
1957
1957
1964
1961
1957
1957
1959
1957
1957
1957
1957
1961
1957

.
1957
. .
1957
1957

. . . .
1957
1957

.
1957
1965
1964

. . . .
1957

. . . .
1957
1957
1957

. . . . .
1957
1957

1957
1957
1957

. . . . . . . .
1965
1957
1957
1957
1957

Divorces

lentral files
established

(Year)

1908
1949

. . . . . . . . . .
1923
1962

. . . .
1947
1935
1802
1927
1952
1951
1947
1962

i9i4”””
1951
1958

1942

1892
1914
1882
1897

. . .
1926
1948
1943
1909

. . . . . .
1881
1795

. . .
1963

. . . .
1958
1949
1949

. . . . . . . . . .
1925
1943
1962
1962
1905
1945

. . . . . .
1953
1896
1918

. . . . . . . .

. . . . . . .
1907
1941
1931
1953

[ncluded in
DRA

(Year)

1958
1958

. . . . . . . .
. . . . . . . .

. . . . .
. . .

. . . . .

. . .

‘i958” ””’
1958
1958

. . . . . . .

i958” ”””
1959

. . . . . . .
. . . . . . .

1959
. . . . . . . . .

1961
. . . . . . . .

i96i”””
1958
1958

. . . . . . . .
. . . . . .
. . . . . .

. . . . . . .
. . . . . .

. . . . . . . . . .

. . . . . .

i96z” ”””
. . . . . . . . . . .

1958
1958
1963

“i958” ”””
1958

. . . . . . . . . .
1958

... ,.. . . . . .
1958

. . . . . . . . .

. . . . . . . .
1958
1958

. . . . . . . . . . .
1958
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Careersin Health Statistics

DISCUSSION

Report of the Study Group on Student Training
and Staff Development

This study activity, which began in the 195&1958
biennium, has been concerned with training,
implementing Federal-State-LTniversity staff ex-
change, and recruitment to the field. The 1962–
1964 Study Group sponsored a project proposal I for
a national center for training in health statistics to
expand and collate efforts in delivering knowledge
of statistics applied in the field of health. The
196L1 966 Study Group 2 met once and confirmed
that project proposal, further recommending that
the Nationa! Center for Health Statistics (NCHS )
administer the proposed training center. Although
the Group’s efforts heralded the development of a
national mission, it was impossible to implement this
proposal from within the profession. The report
also noted that while the Study Group alluded only
briefly to the increased needs for statisticians and de-
mands for more services new legislation (S. 30083 )
has already delineated many of these and attempts
in part to do what the Study Group recommended
in the area of staff exchange, recruitment, and
manpower development.

Discussion centered primarily on the details of
S. 3008. This bill should facilitate staff exchange
between Federal and State agencies, including State

universities, for work related to health, since it pro-
tects fringe benefits and waives competitive Civil
Service requirements. The result will be not only
an exchange of experience, but also enhanced in-
dividual career development. Another provision
of the bill, which allots 5 million dollars a year in
fiscal 1968 and 1969 for training grants, appears
to be broad enough to cover vital statistics training.
This is particularly important in view of recent

policy changes in the administration of the NIH
biometry grant program. That program now
limits grants to full-time study in doctoral programs

3#

and eliminates assistance to part-time and master’s
students, which may possibly threaten the summer
sessions in biostatistics. In addition, the stipends for
biometry grants have been ciecreased so that they
are now lower than some other PHS stipends. An
expression of personal views indicated that the bill
does not go far enough, that at first the exchange
will probably be one way—from Federal to States—
and that State health officers need to be educated
in the statistician’s role in health protection. Apart
from S. 3008, and included in a program of ex-
panded emphasis in the area of training assistance to
States for fiscal 1969, NCHS hopes to begin a series
of courses of varying lengths tailored to the needs of
State programs,

Revisions in the Curriculum of Schools of Public
Health

The first report 4 dealt with findings of a survey
of curricula in biostatistics in the United States
sponsored by the Section on Training, American
Statistical Association. This survey covered 28 insti-
tutions operating under the NIH biometry training
grant program and asked questions concerning the
number of graduate students enrolled in the fall of
1964, the kinds of students accepted, the levels of
attainment usually required for both master’s and

doctoral degrees, the practical experience gained by
students in these programs, and the titles of recent
theses. A series of tables were presented which

gave summaries and a catalog of requirements in

biometry. Although it was recommended that the
findings and implications of this survey be studied

thoroughly during the next 2 years, some notable
facts emerged from the review presented at the
workshop:

1. Average “requirements” are not hard and fast,
some being a combination of requirements and

electives.



2. A doctoral degree takes a long time.

3. There is wide variation in semester hour reauire-.
ments for both master’s and doctoral degrees,
with some theoretical statistical programs simi-
lar to those for full mathematical statistical
majors, others geared to biological research,
and still others emphasizing demography and
public health statistics.

Another report dealt with the use of computer
instruction in a school of public health. Computers
are beginning to play an important role in biostatis-
tical training. The preparation of personal pack-
ages of statistical programs by the indi’’dual bio-
statistics student pro~des direct experience, as well
as useful materials for later, application on the job.
The computer as a teaching aid multiplies the ef-
fectiveness of the teacher by providing the student
with an economical form of individual attention.
Basic instruction especially can be augmented with
increased reinforcement and feedback, Computer-
assisted instruction using remote te~lnal devices,
time-sharing systems; and conversational computer
languages promises to be an important development
for the preparation of all health personnel for course
units in statistics, as well as other related areas.

Curriculum revisions in &o’ schools of public
health were reported. One is going into a four-
track structure leading to advanced de~ew in—

1. Vital statisticsand re~stration at State and local
levels,

2. Biometry,

3. Demography, and ~

4. Mental health statistics.

The latter two are new programs. The master’s
level course in demography consists of the biometry
curriculum without parasitology and mental health
courses but adds courses in fertility, conception, con-
traception, and sterility;, techniques of population
research; and 10 to 12 weeks of field training in
demographic problems. For the doctord level, six
courses in sociology are added. The mental health
statistics program is designed to train statisticians
to work in mental health hospitals and centers and
in related units where training needs are.more spe-
cialized. Emphases will be placed on such subjects
as the classification of mental disease and hospital
statistics and participation in a“10- to 12-week.field
program.

Another S+OOI is emphasizing training directed
at planning local health programs,’ as protided in
S. 3008, rather than analysis’or evaluation. It will

provide training in vital statistics, continuous com-
munity health surveys, and community mental
health statistics. Continuous demonstration proj-
ects will be developed, as well as a series of short-
terrn programs for health officers and other com-
munity health planners.

Suwey of Duties, Qualifications, and
Salaries of :Regisfration and
Public Health Statistics Personne!

The workshop next discussed the findings of the
survey conducted in 1964 by the AAVRPHS in the
54 registration areas of the United States. This
presentation related information from the survey in
distributed tables 5 to information from other
sources, bringin’g out’ some interesting and rather
surprising facts. Among them were:

1. The program directors’ median sata~ range,
from $9,000 to $9,700, ranks third among se-
lected professional State health workers whose
salaries are reported to the Division of Merit
Systems, DHEW—a ranking maintained since
1957;

2. The average educational attainment of incum-
bents is higher than that which the positions
require;

3. Most of the reasons given for IOSSof p~ofessional
health statisticians can be related in one way or
another to lack of money; ~

.,.(

4. Budget and’ staffing needs ‘of ‘general registration
activities appear to be more adequately met
than those of a statistical nature; and

5. Most of the problems discussed were directly re-
lated to the lack of funds, despite large increases
in both State and Federal moneys allotted for
specific health services in the past 15 years.

However, since vital statistics programs are largely
financed from State funds, an increase in Federal
funds does not necessarily make more funds avtil-
able for vital statisticsprograms.

,,

Recruitment Techniques
,..

,. ,.

The next topicon the agenda con~erned the re-
cruitment techniques employed by NCHS, State and
city statistical offices,, and schools of public health.
Adequate budget,. staffing, and provision ,for in-
service training emerged as the key components to
all good recruitment,

NCHS has two major ‘recruitment, effo~s under-
way, one ,of direct ,visits to “undergraduate schools
for the junior professional training program (JPTP)

. .
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and the other of mid- and high-level staff. For its
fourth year of operation, tie program has 112 cam-
pus visits planned for the period October 1965–
February 1966. This recruitment program involves
numerous telephone calls and correspondence with
placement officers as well as candidates. Recruit-
ment materials and posters are sent to the schools
in advance of interview dates, and forms are used
both to record the interview and for evaluation of
new schools visited. Advance distribution of a
newly developed recruitment brochure Ghas proven
helpful. Timelags caused by Civil Service process-
ing present a problem, so much communication is
geared to holding onto candidates during the interim
between interview and final selection. Last year,
the program cost approximately $900 per trainee
recruited, primarily in travel and communication
expenses since the re@ar management staff con-
ducts the campus visits and no additional staff has
been added. The mid- and higher-level recruit-
ment program has found utilization of the PHS
Commissioned Corps system particularly beneficial
since qua~ed candidates may fuEll their military
obligation in this way. Twelve new officers are ex-
pected to report for duty this summer.

The State office reporting its recruiting experience
indicated that undergraduate and graduate schools
in related fields are more often used than schools of
public health, except the summer sessionswhich are
used more for training and reorientation once a
person has been employed. High attrition may be
caused by many factors, and in an attempt to retain
candidates it was proposed that a two-step philoso-
phybe used:

1. Selling the “health of the Nation” in recruitment
and

2. Using orientation to retnin employees.

It was also pointed out that the present swing is to
public, rather than private, emplopent in this
decade and that S. 3008 requires that people be
found now to do the job. MPH training programs
have not greatIy benefitted State statistical programs
because of higher waga elsewhere and migration
to better positions outside of State employment after
training has been received. The need in State
statistical programs is for practical statistics and to
a lesser degree for highly theoretical statistics.

Recruitment experience in five city statistical
offices revealed that some problems varied according
to locale. For example, one area where salaries
were low had no problem obtaining inservice train-
ing because a school of public health was close by;

342 . . .

whereas another, whose salaries were competitive,
considered inservice training a major recruitment
problem. Recruitment sources ranged from high
schools (through public health educators) to under-
graduate and graduate schools in various fields, in-
cluding, but not limited to, public health. In all
areas, retention was considered to be a major
problem.

Universities engage in two kinds of recruitment—
persons new to the field and those from positions to
schools of public health for training. Recruitment
techniques used also included distribution of bro-
chures 7and active contact and correspondence with
schools granting degrees in mathematics, biology,
psychology, and sociology. Concentrated recruit-
ment at smaller schools has been found to be very
effective. Another tool has been fellowships at the
freshman level, and contacts through alumni have
also been fruitful. Summer sessions, medical and
dental schools, and statistics departments are used,
the latter candidates sometimes being attracted to
biostatistics by better fellowships as well as the op-
portunity to qualify for PHS Commissioned Corps
service in lieu of the dr~t. It was pointed out that
some city and State health departments offer sum-
mer training as summer employment to aid new
recruitment to the field, and it was suggested that
NCHS consider sponsoring such a program for un-
dergraduate students.

The Role of the Statistician

The role of the statistician in other health pro-
fessions was the final topic discussed. The health
administrator, whether on a national or local level,
needs more study and analysis of data already avail-
able to obtain rate, trend, and population informa-
tion needed for long-range planning. He needs “
assistance in identifying problem areas and priori-
ties, detehning methods of attack, and estimating
resources required in order to get the most results
for the investment. It was stressed that few local
areas have this type of service avtilable, but they
need it and should get it from States through S.
3008, especially since 70 percent of State funds
granted by this bill must be allocated at local levels.

At the State level, concern was expressed that the
new programs planned for NCHS and within the
schools of public health may not be in time nor,
equally important, airned in the right direction—
since universities stress training and research but
minimize service, while other public health pro-
fessions need statisticians tied primarily for
setice.

... ...



An industry spokesman indicated that changes
in FDA regulations and advances in technology in
the pharmaceutical industry, too, have greatly in-
creased the need for more, better trained, and more
highly specialized statisticims by industry.

FUTURE IPI.ANS

A consensus of the workshop agreed that a
study group should be formed for the next biennium
devoted to further consideration of the problems of
recruitment and training of statisticians in health
statistics and registration. It was requested that
suggestions for the specific charge to that group and
its membemhip be submitted directly to the Assistant
Director, NCHS.

1.

2.

3,
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Divorce Registration

DISCUSSION

Present Status of the Divorce Registration Area

Mr. John C. Wilson, State Registiar of Montana,
opened the workshop by stating that 1967 will mark
the 100th year from the time that national marriage
and divorce data fit became available. Under the
present status of divorce re~stration in the United
States, he noted a State might fall into three
categories:

1. Those States and areas which have met the four
criteria for entiance into the Divorce Regis-
tration Area (DRA), namely:

a. Central files of divorce records.

b. A statistical report form that includes items
conforming closely to tiose on the Stand-
ard Record of Divorce or Annuhnent.

c. Regular and timely reporting by all local
areaz.

d. Agreement on tests of divorce re#stration
completeness and accuracy, carried out in
cooperation with the National Center for
Health Statistics.

2. Those States which have central divorce files,
but are not in the DRA.

3. Those States which have no central divorce files.

Fourteen States, Alaska, Hawaii, and the Virgin
Islands were included in the DRA when it was
established in 1948. Today, it consists of 22 States

and the Virgin Islands. Even in the DRA, how-

ever, reporting of certain items is not complete. As

an example, Mr. Wilson pointed out that only 6
of the 22 States in the DRA report age or number
of this marriage of husband and wife with 85 per-

cent or more completenew. The workshop, he con-
tinued, could serve as a forum for new ideas and
improvement for divorce recording in the United
states.

346

SUMMARY

Recent Developments in Divorce Reporting

The divorce registration programs of three
States-Illinois, California, and Vermont-were
described.

Mr. Leo A. Ozier, Deputy State Registrar of Illi-
nois, briefly explained how he is solving the problem
of underreporting in his State by eliciting coopera-
tion between the Department of Public Health and
the legal profession.

Mr. Paul W. Shipley, Chief, Bureau of VitaI Sta-
tistics of Califofia, described the recently instituted
divorce re~stration program of California. He
mentioned several salient features of the new law:

1. A report is sent to the Bureau of Vital Statistics
when the complaint for divorce, annulment, or
separate maintenance is filed with the clerk of
court. Later, a certificate of registry of final
decree is filed with the Bureau. Special pre-
liminary forms are used when the required
statistical information is unavailable or incom-
plete, and lists of interlocutory divorce decrees
are transmitted monthly by the clerks of court
to the Bureau of Vital Statistics.

2. The statutes as enacted give the permission to
use the collected statistical information for pur-
poses of research.

3. A $2 filing fee is charged, half of which is re-
tained by the county clerk and the other half is
forwarded to the State registrar of vital sta-

-tistics. Hence, the program is supported both
locally and in the State office through filing
fees.

4. The law also contains a statement of confiden-

tiality of information designed to protect the

identity of the involved parties. Provision is
made in the statutes that the records shall not
be open to public inspection in the office of the



State registrar of vital statistics or in the of-
fices of the county clerks and that certified
copies shall exclude personal data such as race,
religious denomination, and education.

Since the law’s enactment in January 1966,
33,500 initial complaints have been registered.
Mr. Shipley feels that reporting has been good, co-
operation has been excellent, and no major prob-
lems have been encountered in the acceptance of
the new system.

Mr. Charles R. Council, of the NCHS staff, re-
ported on recent developments in divorce recording
in Vermont for Mr. Donald E. Bergstrom, who was
unable to attend the workshop. The report form
has been revised to include items reco-mmended on
the revised standard form and has been distributed
for use. Objections to certain items, though some-
what strenuous, had been small in number, and he
looked for general acceptance in the future. Mr.
Council expressed the hope that in the near future
a test of reporting completeness could be conducted
and that Vermont codd be admitted to the DRA.

The Revised Standard Certificate of Divorce or
Annulment

In discussing the revised standard certificate, Dr.
Robert D. Grove, Chief, Division of Vital Statis-
tics of the National Center for Health Statistics,
emphasized the need for recognition of the individ-
ual problems with which each State must contend;
e.g., State law may prohibit the use of certain items
on certificates of vital events. He added that he
was very pleased with the new divorce registration
program in California, particularly the compro-
mise struck between confidentiality and the acquisi-
tion of comprehensive and useful information.

Dr. Thomas P. Monahan, Professor of Sociology
at State University College, Oswego, N.Y., similarly
praised the California program and stated that the
California divorce certificate should serve as a na-

tional model in gathering comprehensive dab under
conditions of confidentiality.

Uses of Divorce Data

Dr. Pad C. Glick of the U.S. Bureau of the Cen-
sus described a study baaed on certificates of
divorces granted in five States (Georgia, Iowa,

Ohio, Oregon, and Pennsylvania) during March
1960. These certificates were matched with the
1960 census forms of the parties to the divorce. The
census forms were completed before April 1 of that

year. The purpose of the matching operation was

to ascertain the consistency of reporting marital
status; to obtain additional characteristics of the
newly divorced persons, such as education, occupa-
tion, income, and number of children; and to inves-
tigate the differences between the recently divorced
and other population groups. Divorce records and
census schedules were matched for 554 persons.
This study will be included in a monograph being
prepared by Dr. Glick and Dr. Hugh Carter and
sponsored by the American Public Health Associa-
tion. Dr. Glick also revealed that plans are being
made to include additional information related to

divorce in the 1970 census. These plans include
items on date of most recent as well as first marriage,
number of times married, and how previous
marriages ended.

Mr. Leo Ozier, speaking on behalf of Dr. Franklin
Yoder of the Illinois Department of Public Health,
described the potential use of marriage and divorce
data in public health programs and exhorted public
health officers to make more widespread use of the
information available from marriage and divorce
records.

The utilization of divorce statistics in studies on
alcoholism was outlined in a paper prepared by Dr.
Edward S. Sands and presented by Dr. Nathan
Rosenberg, both of the Public Health Service.
Alcoholism was reported to be significantly involved

in divorce, though further research and evaluation

are needed to determine the exact nature of the
relationship. An interesting finding pointed out by
Dr. Rosenberg was the variation in death rates by
marital status due to cirrhosis for the age group
35-44.

Mr. Loren E. Chancellor, Director, Records and

Statistics Division of the Iowa Department of Pub-

lic Health, explained how acceptance of the cer-
tificate in the States can be effected through a pro-
gram of education; i.e., explaining the uses of the
new items of information to judicial organizations

and other interested groups and detailing goals to
be attained through collection of certain items on
the certhicate.

Gining Acceptance of the Certificate

Dr. Hugh Carter, formerly Chief, Marriage and

Divorce Statistics Branch of the National Center for

Health Statistics, and now professorial lecturer in
Sociolo=~ at the American University, described the
activity of the Committee on Marriage and Divorce
Statistics of the American Sociological Association.

Representatives of this committee were appointed
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in all States outside the DRA. Dr. Carter re-
marked that a cooperative attitude is exhibited by
the officials of most of these States, but it is &cdt
to improve divorce registration because new legis-
lation is necessary in most cases. Dr. Carter also
made mention of the hesitancy on the part of some
State registran to call upon social scientists in
legislative hearings.

In describing trends in State registration, Dr.
Carter spoke of the increasing high caliber of local
and State officials and looked forward to more
positive action in such areas as vital and health
statistics.

In r~ponse to inquiries from the floor, Dr. Grove
discussed tentative plans for a revision of the
Manual for the Re@tration of Divorces and
Annulments.

Dr. Glick cited the need for more interest and
research in compatig census data with marriage
and divorce data.

Mr. Wilson then reviewed the highlights of the
workshop and concluded that, while at present di-
vorce registration in the United States leaves much
to be desired, many positive moves are being car-
ried out and the future appears promising.

RECOMMENDATION

Upon the suggestion of Mr. Paul B. Shanks, Di-
rector, Division of Vital Statistics of West Virginia,
the workshop recommended that a study group on

divorce registration be appointed for the 1966-68
biennium. The main function of this group would
be to study registration problems in States outside
of the DRA and to recommend ways and means
to stimulate the growth of the DRA

DOCUMENTATION

Exhibits:

1. “Divorce Data and Studies on Alcoholism” by
Mr. Edward S. Sands.

2. Draft of the United States Standard Certificate
of Absolute Divorce or Annuhnent and “The
First Revision of the Standard Record of
Divorce or Anntient.”

3. Items on Divorce Records Tabdated by NCHS
Showing Deficiencies in Areas with Central
Files, June 1966.

4. Set of Forms for Reporting Decrees of Divorce,
Annulment, or Separate Maintenance, State of
California, 1966. (4a+j)

5. Map of the Divorce Registration Area: June
1966.

6. Map of Areas Maintaining Central Files of Di-
vorce Records, June 1966.

Documents used in both Workshops K and M are
shown as exhibits with the report on the Workshop
on Marriage Registration.
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Exhibit 1

DIVORCE DATA AND STUDIES ON ALCOHOLISM

Edward S. Sands, Executive Secretary, Secre-
tary’s Committee on Alcoholism.

The concern for alcoholism as an important
public health problem and the need for taking
action were made very clear by President Johnson in
his 1966 Message on Domestic Health and Educa-
tion, submitted to the Congress on March 1. The
President said:

The alcoholic suffers from a disease which will
yield eventually to scientific research and ade-
quate treatment. Even with the present limited
state of our knowledge, much can be done to
reduce the untold stiering and uncounted waste
caused by this afiction.

I have instructed the Secretary of Health, Edu-
cation, and Welfare to:

—appoint an Advisory Committee on Alco-
holism;

-establish in the Public Health Service a center
for research on the cause, prevention, con-
trol, and treatment of alcoholism;

-develop an education program in order to
foster public understanding based on scien-
tific fact;

—Work with public and private agencies on
the State and local levels to include tils
disease in comprehensive healti programs.

This Department is completing development of
a new policy and new plans for an expanded pro-
gram of alcoholism activities. We are committed
to finding ways that will be more effective in bring-
ing about prevention and control of this disease.
Your help is needed.

Alcoholism, one of our major public health prob-
lems, is repo’i-ted to be significantly involved in
divorce. On the other hand, divorce, an important
symptom of an underlying public health problem,
may be significantly involved in alcoholism.

Although far from adequate, the current statistics
concerning divorce, on the one hand, and deviant
drinking or alcoholism, on the other, do strongly
suggest that this is an important area for more
meaningfd study and more extensive research,
demonstration, and evaluation.

For example, according to statisticsbased usually
on definitions of causes of marital failure and pro-
vided by inebriates or their spouses, alcoholism or
deviant drinking is reported as a contributing fac-

—

tor or one of the grounds for, separation in 29.8
pdrcent of c=es coming before the Catho~c Church
Tribunal in Chicago.l In the opinion of Idaho
lawyers, alcoholism is a major contributing cause
of divorce in 18.3 percent of cases.z

Statistics as now developed provide information
on current marital status, but they usually do not
show if the deviant drinking or alcoholism preceded
the marriage or preceded its disruption or dissolu-
tion. Nor do we know aboqt the children involved
or of the effect on the children.

Data on divorce and alcoholism which can be
meaningful and useful are lacking.

“From an examination of all the av~able data on
abnormal drinking and the family,” Jackson notes,
“it can be concluded that those who develop drink-
ing problems at some time during their lives are less
likely to have been married and, if they did marry,
are more likely to have been involved in one or more
marital failures. The drinking problems of those
who married tended to develop during marriage
and tended to be a factor in the termination of the
marriage. In some cases, drinking problems de-
veloped following divorce or the death of the
spouse.” 3

Another interesting statistic is the death rate due
to cirrhosis, Code 581, for the age group 35-44:

Marital status: Male Female 1
Single ------------------- 31.3 6.6
Married –________________ 8.2 6.1
Widowed ---------------- 33.7 19.7
Divorced ________________ 64.4 20.1

I c~it~ stati~tic Rates for Cirrhosis, Code 581;’ Vital

Statistics, Special Repoyts, Selected Studies, vol. 39, no. 7,
National Center for Health Statistics, PHS, 1949–51.

If nothing else, these data show that more men
have cirrhosis than women and that there is need
for further study and research. The death rate due
to cirrhosis, it should be noted, is highest for the
divorced in both males and females; and divorce is

1 Thomas, John L., “Catholic Family Disorganization;
Contributions to Urban Sociology, University of Chicago
Pre33, 1964.

2Harneworth, Harry, and Minnis, Myra, “Non StatutoW
Causes of Divorce-Lawyers Point of Viewj’ Marriage
and Family Living, Nov. 1955.

s Jackson, Joan K., Ph. D., “Drinking, Drunkenness, .
and the Family,” Alcohol Education for Classroom and
Community, McGraw Hill Book Company, 1964.
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markedly higher than any other marital category
within the male group and is markedly higher over
the single and married groups within the female
group.

The 22 States which are in the divorce registra-
tion area offer a resource, as yet untapped, for de-
veloping data that would be useful to agencies which
have responsibility for including alcoholism serv-
ices—restorative, rehabilitative, and preventive-in
comprehensive health programs; for the clergy who
counsel alcoholics and their families; for welfare
and social agencies; for courts adjudicating domes-
tic relations cases; for social and behavioral scien-
tists; for developing and improving education pro-
grams; for premarital medical examinations and
premarital counseling.

In the statement on the importance of marriage
and divorce records and statistics, general uses of
marriage and divorce data prepared by the Health
Services Administrative Committee of the Associa-
tion of State and Territorial Health Officers, one
example particularly important and useful in alco-
holism studies is the central file of marriage and
divorce data. More and more State health depart-
ments are establishing and maintaining such fles.

This central file represents an excellent source for
“followback studies.” For example, record link-
ages could profitably be established between the
central file and tie alcoholism outpatient clinic, the
State hospital and Veterans’ Administration hospi-
tal, the welfare agencies, and the school counseling
and child guidance service centers.

The central file provides opportunity for sur-
veys designed to secure data on the health knowl-
edge, health problems, and attitudes about drinking
and about alcoholism problems of recently mar-
ried couples. Such studies codd yield information
about gaps in knowledge among the recently mar-
ried and provide a basis for developing and target-
ing educational programs. This information also
could be potentially useful to churches, universities,
high schools, and courts for premarital and family
counseling, and for mental health education.

Evaluation of the causes and effects of divorce
involving the alcoholic may be developed from cen-
tral Ne data. Study of the relationship between

early marriages, school dropouts, and alcoholism is
another possibility.

The PHS National Center for Health Statistics is
responding to the need for information about alco-
holism. A project which began in 1963 at the Uni-
versity of Iowa was designed as the first stage of an
investigation to determine the feasibility of estimat-
ing the prevalence of problem drinking (alcoholi-
sm ) by including appropriate questions in inter-
views conducted by the National Health Interview
Survey.

This project is being supported by the Division of
Health Interview Statistics. The questionntie de-
velopment phase has been completed and a full-
scale field trial has been conducted. The study
will help to:
1. Determine the success of the questionnaire in

identifying the known problem drinkers for
statistical purposes and any failures of Ae ques-
tionnaire through the identification of “false
positives;”

2. Evaluate the general reaction of respondents to
questions regarding drinking; and

3. Judge the relative merits of individual questions
and groups of questions as indicators of prob-
lem drinking and to draft a brief, revised ques-
tionnaire for further pretesting.

If field-test results indicate that the questionnaire
provides reliable data on the prevalence of problem
dritilng, further pretests and developmental work
will be undertaken. If the results indicate that this
information cannot be reliably obtained by fiis
method, attempts to obtain such estimates by the
regular household interview survey may have to be
abandoned.

The Public Health Service’s National Center on
Prevention and Control of Alcoholism in the NIMH
would be interested in research relating to alcohol-
ism and divorce. Such research could involve and
could be developed in cooperation with State viti
statistics officers and State alcoholism agencies as
well as State welfare agencies and others.

The State vital statistics officers have an impor-
tant place in the “partnership for health” program
in which the prevention and control of alcoholism
is one important element.
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U.S. STANDARD
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THE FIRST REVISION OF THE STANDARD

The Standard Record of Divorce or Annuhnent
is now being revised along with all other standard
forms for vital events. The present record went
into effect in 1954, and this is its fist revision. The
projected changes may be classified into two cate-
gories:
1. Revisions specific to the Standard Record of

Divorce or Annuhnent and
2. Revisions made in one or more standard certif-

icate forms, as well as in the standard divorce
record.

● The following revisions belong to the first
category:

A. The name of the form was changed to read
“U.S. Standard Certificate of Absolute Divorce
or Annuknent.” The term “certificate” waa
stibstituted for “record” because the former
term is used in other standard forms for vital
events, and it was felt that consistency was
desirable. The word “absolute” was added
in order to emphasir.e the fact that various
types of limited decrees, such as divorces from
bed and board, legal separations, etc., are not.
included in the national divorce statistics
program. Interlocutory divorce decrees are
not included in this category of Iirnited decrees
because eventually ahnost all of these become
final; though it is preferable to complete the
divorce certificate at the time when such decree
becomes final, this is often not feasible and @
some States the certificate is filed when the
interlocutor decree is granted. It is gener-
ally believed that few interlocutory decrees do
not become final, and the overcount of divorces
is not significant.

B. Four new items were added to the certificate:

1. Approximate date couple separated. The
breakdom of the family as a functioning unit
occurs when husband and wife separate for the
last time (there may have been previous sepa-
rations followed by reconciliations). In many
respects the date of the separation is more
important than the date of decree. The num-
ber of children born to the couple depends
more on the number of years husband and wife
lived together than on the interval between
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marriage and divorce. The need of assistance
from welfare agencies begins when the husband
and wife separate rather than when they
divorce. Living arrangements and the num.
ber and type of families and of households as
economic units change when husband and wife
separate. The date of separation makes ii
possible to divide the total duration of marriage
into two periods, from marriage to separation
and from separation to decree. The duration
of the latter period depends in part on legal
grounds for divorce and procedural rules in
force in a State.

2. The twin items, Name of the Attorney fol
Plainti# and Address. In many States the
plaintiff’s attorney is responsible for complet-
ing the divorce record, and his name and ad-
dress will be useful to the State offices of vita]
statisticsthat have a query program for incom-
plete and inaccurate entries on the divorce
certificate, as well as to other persons or agen-
cies that have a legitimate interest in the case.
The information about the attorney will be
particularly valuable in cases when the parties
to divorce cannot be reached readily.

3. Name of Court. This item is of importance
for purposes of ident%cation in States that in-
clude counties where more than one court has
jurisdiction in divorce and annulment cases.
It will also make easy to locate, in case of need,
the documents connected with the divorce suit.

C. Three items on the present standard record were
reworded.

1. The item, Number of children under 18,
was reworded to read “Number of living chil-
dren: Total —; under 18 years of age —.7’
The question on the total number of children
will make it possible to differentiate between
childless couples, couples with all children
under 18 years of age, and couples that have
children 18 years old and older. Entries on
the present Standard Record may have very
different meanings: the entry “none” can either
mean that the couple is childless or that all
children have completed their 18th year of age;
an entry of one, or more, does not indicate
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whether the couple has older children. Though
grownup children may not be tiected by the
divorce of their parents to the same degree as
are minor dependent children, the information
about them is necessary to study the influence
of childlessness and of children reaching adtit-
hood on marital stability. The age of hus-
bands and wives at time of decree and the
duration of their marriages are related to tie
total number of their c~dren rather than with
that of children under 18. The value of the
information on all children does not detract
from the value of data on children under 18,
because the latter data represent the number
of young children directly involved in the
breakup of their parents’ marriage, and this is
one of the most important items in divorce
statistics.
2. The item, Number of thti marriage was am-
plified to include a question on the number of
previous marriages that ended by death and of
those broken by divorce. This question will
make it possible to differentiate between previ-
ously divorced persons and those for whom the
current divorce is the first one, to classify di-
vorced husbands and wives by the number of
their divorces, and to find out whetier the like-
lihood of divorce for persons who were previ-
ously divorced is higher than that for previously
never-divorced persons.
3. The questions on residence of bride and
groom were reworded in order to elicit more
accurate information and to make them similar
to comparable questions on other vital records.
In the present record these questions read:
Usual residence: a. city, b. county, c. State.
The revised version reads: State of residence;
County of residence; City, town, or location;
Inside city limits? (Specify yes or no); Street
name and number.

. The s~dard divorce certificate WaSredesigned
as were certificates for other vital events.

A. A section on confidential information was intro-
duced. This section includes items that are
useful for statistical purposes, but are not rec-
ommended for inclusion in the certified copies
in States where such copies a= issued by the

State office of vital statistics. Four items are
included in the “confidential information” sec-
tion of the Standard Ceticate of Absolute Di-
vorce or Annuhnent:

1. Race,

2. Education,

3. Nmber of this marriage, and

4. Nmber of previous marriag~ ended by
death and by divorce.

B. A major revision in the standard divorce fore,
as well as in other revised forms of vital events,
is the change in the items used as indicators
of the socioeconomic status. The items, Oc-
cupation and Usual business or industry, are
being deleted and replaced by the item, Educa-
tion. The same change was made on other
standard forms, except the Standard Certificate
of Deati. These revisions were made because
the use of the item “occupation” presents dif-
ficulties in the proper wording of the entries;
e.g., terms like “clerk” and “engineer” have
many different meanings. In addition, infor-
mation about business or industry is often given
under the term “occupation” or information on
occupation under “business or industry.” The
very large number of occupational titles makes
the coding of this item extremely diffic~t, and
up to now no national divorce statistics by oc-
cupation have been compiled. On the other
hand, questions on education are easy both to
answer properly and to code. The experience
of other Federal agencies, e.g., the Bureau of
the Census, indicates that information about
education can be obtained without particular
difficulties.

C. In addition to the major revisions of the record,
several comparatively minor changes were
made in the wording of some items. The item
Race or color was changed to race in order to
emphasize the importance of the information
about the actual race of the parties and to
avoid the use of the term “nonwhite.” The
item Place of birth was changed to State of
birth because the detailed information about
the locality where a person was born is of minor
value for our programs.
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Exhibit 3

Items on Divorce Records Tabulated by NCHS Showing Deficiencies in Areas With Cenfrul Files,
June 1966
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Exhibit 4a

STATUTORY REQUIREMENTS AND INSTRUCTIONS FOR COMPLETING AND FILING FORM V.5-243Ar B AND c

Statutory re uirsments ❑ re that the triplicate three-part rscord (Form V5-243A, B and C) be completed with information obtain9d
“;from the plainti and be furnishzd to the county clerk at the time of filing* of an initial complaint action for divorce, annulment or

separate maintenance (Section 426a, Cde of Civil Procedure and Chapter 6.5 of Division 9, Hzalth and %fety Code).

Confidential - Provision is made in the statutes that these records shall not be open to public inspection in the ~ce of the
7State Registrar o Vital Statistics or the offices of the county clerks, and that certified copies or certification of information shall

exclude selscted prsonal data (Ssctions lW1 and 105S4, Hsalth and %fety Code).

Items 1,2, and 5 through S3 am to be completsd on Forms VS-243A, B and C prior to filing the initial complaint with the county

7
clerk. The coun clerk will complete items 3 and 4 at the time of filing the initial complaint. These rscord$ will bs considered com-

Ieted when al blank spces am tilled in either with the requested information or the notation unknown (unk.) or not available
~.cr.). However, provision is made whereby complete revised information shall be furnished i“ all ca3ss where mom complete a“d
accurate information becomes available to the plaintiff subquent to the filing of the initial complaint (Section 1M7, H-lth and
%fety Code).

The Attorney’s Record of Divorce, Annulment or Sepamte Maintenance Information (Fcmn V&242) is furnished as a working
record for the use of the attorney and his staff in completing Forms V$243A, B and C and may serve as the attorney’s record of
information in the action.

.0, *III!. IM ~ tie ad H- lb &h of b 6m hm~s.

ATTORNEY’S RECORD OF DIVORCE, ANNULMENT 3. CA3E NUMBER

OR SEPARATE MAINTENANCE INFORMATION

t, TYPE OF COMPLA!N7 l,PEC1~ DIVORC& ANliUVl~ OR SWAW7E UA!~NICE> 2, COUNN IN WHICH ACTION FILED 4. DATE COMPLAINT flLED-MoIim DAY. YEAR

I 1 I

5A. NAME OF HUSBANkm Nhuz ;5,, MIDDLEHA”E 15C. !A51 NAME 6, DATE OF BIRTH—MotntI DAY. YWR

, I
7L PRESENT ADDRE3tia AND NUMBER,7. CITY OR TOWN I i’C. cOU~ 11P0Ut51DE CAUFORNIA GIVE SATED I 70. LENGTH

HUSBAND
I I ‘ OF flAY IN

PERSONAL
: CALIFORNl~YEARS, I

DATA 8. BIRTHPLACE <sr.n 0.,0, ”.. CWtrIRY> 9. SOCIAL SECURITY NUMBER 10A. PRESENT OR LA3T OCCUPATION ; 10,. KIND OF BUSINESS OR INDUETRY

I I ,.
N. HIGHEST SCHOOL GRADE COMPLETED 12. COLOR OR RACE 13. RELIGIOUS DENOMINATION 14. N“uBm OF ,Rwlous .A,R,A,ES O,S%LVEO ,“.

WNUL.
DUti DIVORC— UWP

15,. MAIDEN NAME OF WIFE+IW N&UE ~15B. UIDDLENAME I 15C. Um NAME 16. DATE OF BIKTH-”otnn DAY. YUR
1

1

17& PRESENT ADDR~tit~ AND NUUB=;17B. CITY OR ToWN I 17.. COUNTY ,!F OUnl,, cAuPoRn,x GIVESIAnl , 170, LENGTH
1 I OF STAY IN

WIFE ; CALIFORNIA—I
PERSONAL

YEARS

DATA
16. BIRTHPLACE lZATE OR FOREIGNCOU~Y) 19. SOCIAL SECURITY NUMBER 20A. PRESENT OR LAST OCCUPATION ~20B. KIND OF BUSINESS OR 1NDUS7RY

I I
2L HIGHEST SCHOOL GRADE COMPLETED 22. COLOR OR RACE 23. RELIG!OUS DENOMINATION 24. II,”,,. OF PRW1OUS“kRRIAGO OISSOLVEDBY

AN,”,.
0.— DIVORCL MEm—

P;$;~ :yn 25& PLACE OF MARRIAGE-cIN ox TOWN 125L COUNTY ,,, OUTSIDEcUFORN!A, 01., -A=> 26. DATE DF MARRIAG-oNTII. DAY, YEAR

MARRIAGE

27. NAMES. BIR73iPLACES. AND BISTHDATES OF LIVING CHILDREN OF THIS MARRIAGE (BORN OR ADOPTED1

n~ NAME , PUCE OF .!~ DATE 0, elm
I

,,~ NAME 1 PUCE OF SIMH : DATE of BIRTH

LIVING A“, “1.,,, ,.*AL I ,STATE on ,0,”.. mum,, : MOm ,4”. YUR .“0 “,.OL, ,“mA, 1 ,s,,s 0. Fonzt.” coumY B UOmn DAY. VSAR

CHILDREN r ,

OF THIS ,,
MARRIAGE

,
,

.: !.
, 1

L I

28A. P.~tDE”CEA, ‘II”, 0, ,-ARAIIO-IN OR TOWN ,26,. COUNTY (IF O~lDE CALIFORNIA.GIVESA~) 29. DATE OF SEPARATlOMom. DAY. YfAn
SEPARATION

I
LEGAL GROUNDS 3D, LEGAL GROUNDS ON WHICH ,COMPLAINT FILED

FOR COMPLAINT

~ERT,FlcATloN I hmwe raviewd the above stalti infannafio. and hereby 31A. SIGNATURE OF PLAIN~lFF , 31n, DATE DF SIGNATURE
OF PLAINTIFF -trify that A i, tie and cah ti RI. hil .1 my kn.awl- p .,I

~e. ..d ~fi.f. 1
. . .

“’’”s~
I

STATE OF cALIFORNIA
DEPARTMENT OF PUBLIC HEALTH

BUREAU OF VITAL STAT1371CS
(1.1.66) FORM VS.242
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Exhibit 4b

$P.~lscf @ M..:. B-l..= Fom, l.c. f

See Afforney’s Record of Divorce, Annulment or Separate Maintenance Information (v~242 ] for instructions regarding tks ,ecord.

CERTIFICATE OF REGISTRV OF FINAL DECREE OF
~~ls

(10BE CQM,LE,, D ,“ ,0,,4,” ,,,.,,

DfVORCE OR DECREE OF ANNULFAENT 3. CASE NUM8ER

~ OR SEPARATE MAINTENANCE

& ~S$.C~PL41NT [.,,.,,, D,VO,CS. .“””,.,,, OR SSPARA,E lIAllllSliA”CEl 2. cOuMY IN WHICH ACTiON FILEU 4. DATE COMPLAINl FILED . ..7. .,, .=.,

~smuc.~8su: a. m~a IOW

S3wm
! CA1lFORNIA_ VEA8S

mm
IDA P=SENr OR LASTOCCUPATION : 10E. KIND OF BUSINCSS OR INDUSTRY

t
LEGM G~OuNDs 30. LEGALGROUNDS ON WHICH COMPLAINT FILED

FOR COMPLAIN

~ERTIF,cAT,oN I h... rmi.~ III. ~... SI* inf.tmdim d h- 3]& slGuluRE & PL4~FF : 31s. DATEOF SIGNATURE

OF PLAINTIFF
<,11~ !hat il k & and -UI !. lh b.xi d w bnmk p

..A3. d b.fi4.

ATTORNEY FOR 32. w ‘F ‘noRN- FOR p~~T!FF 33. AODREES-,,R<m .“. “,.ss, cm” STATE

PLAINTIFF

CERTIFICATION
OF COURT 35. ACIION CONTE21ED7[SPECIFYYES OR No] 36.,, ,,v.,cE ,C,,OL ..,< ,“,,RWCU, Q,” DCCR[CE“lCR,D 37. COUNW CLEV

ACTION BY b
COUNN CLERK

I h.r.by ..~iFy lhal a i.dsm.rd hm b... ..l.md sr.di.s h. fyp. d d- sp=ili.d i. Pun 34:
38.

,, ➤
DEPU2Y

SAIE OF CAUFORNIA
DSPAR2FASMOF PUBLK HEAUlf

BURSAU OF V~AL SIAFIS1lCS
(1-146J FOW V$24SA

ml
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Exhibit 4C

INCOMPLETEPRELIMINARY REPORT OF
FILING OF COMPLAINT FOR DIVORCE,

ANNULMENT OR SEPARATEMAINTENANCE ,,. ., ..”,,.,,. ., co””.,......
3. CASE NUMBER

I
5A, NAME OF ktUSBAN-8.ST “t.. : 5s. “,,.,, “A”,

HUSBAND
: 5.. us, “.”.

6A. MAIDEN NAME OF WIFE_,,sr “.”, ~ 6s. “,.0,, “.”’
WIFE \

~6e. LA.,“,”,

ATTORNEY FOR
7. NAME OF ATToRNEY FOR PLAINTIFF

I

8. A0DRE2ti,,,cr ,“. ““”,,, .,* 6,,,*

PLAINTIFF
I I

9. COUNTY CLSRK 10. DEPUTY
COUNTY CLERK ➤ BY p

- Instructions —

The use of this report (Form VS-244) does not constitute compliance with furnishing the information

quir.ed by Chopter 6.5, Division 9 of the Health and Safety Code. This report is furnished by the attorney

for the.plaintiff at the time of filing the initial comploint only when the plaintiff cannot supply sufficient

infornsntfon fo amplete Form VS-243A, B and C in time fang with the initial complaint. Form VS-244

is nof srsubstitute for VS-243& B and C.,—

At monthly ,irsfervals, when fransmiting other divarce docti b the Office of the State Registrar,

?he,caursty clerk transmits the orfginal copy of Form VS-244. W d~licate copy is retained by the county
clerk until Q completed %rm VS-242A, B and C is furnished ~ ~ #aintiff, then transmitted with VS-243C

.to the Slate Registrar.

The clerk shall advise the caurt, at ffre time set far any ~ti~, % complete information (VS-243A, B

and C) has not been furnished as required. In such cases, k ~ti may decline ta hear any matter

encompassed within the action if good cause for such failure ~ tibh information has not been shown.

(Section 426a of the Code af Civil Procedure)

STATE OF CALIFORNIA
DEPARTMENT OF PUBLIC HEALTH

BUREAU OF VITAL STATISTICS

.,,0,..,0,.,6,.. .uP@os,
(!.1.66) FORM VS.244
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Etilbit 4d

COUNTY CLERK’S MONTHLY REPORT OF
INTERLOCUTORY DIVORCE DECREES ENTERSD

US NA”i’ D&,E ,NZ7,AL DATE , N, ERLOCUTORV
NU~BE= OF HUSBAND COMPU1= FILEO DECREE EN?ERED

➤ ✽✞ DEPUTY

9TA= OF CALIFORNIA BUREAU OF VITAL STATISTICS
DWA~QIT OF PUBLIC H-L’M ,X..= . . . m“ @ . . . (r.r. as) FORM VS. Z45
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Exhibit 4e

TRANSMITTAL OF FEES

DIVORCE, ANNUWNT AND SEPAMTE MAINTENANCEAcT10N5

(To be used for Initial Complaints Filed
after January 1, 1966)

County of:

Date:

To: State Department of Public Health
2151 Berkeley Way
Berkeley, California 94704

ATTENTION : Account ing Officer

Fees Transmitted for the Month of:

hount Enclosed: *S

Number of initial complaints
filed during the month:

CERTIFICATION

I certify that I am the duly qualified and authorized official of the re-
porting county responsible for the ex=ination and settlement of accounts and
that’the”amount transmitted is the due and,proportionate share pursuant to
Section 26859 of the GovexsunentCode.

● ’
.,

.County Auditor - Controller

I certify that I SM a duly qualified and authorized official of the re-
porting county and that the number of initial complaints filed during the
month is as reported.

b

County Clefk

Warrant should be made payable to the State Department of Public Health and
is required tobe transmitted by the 10th day of each month for fees collected
during the.~.ediately’ preceding month, relative tO initial cOwlaints filed
after January 1, 1966.

STATS OF CAL I FO~ I A ,; BuREAU OF VITAL STAT! ST! CS

DEPARTMENT OF PUBLIC HEALTH [1.1.661 FON vS.246

,.
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Exhibit 4f

TRANSMITTAL OF REPORTS

DIVORCE, ANNUWNT AND SEPARATE MAINTENANCE ACTIONS

(To be used for Initial Complaints Filed
after January 1, 1966)

To: State Department of Public Health
Bureau of Vital Statistics County of:

1927 - 13th Street
Sacramento, California 95814 Date:

REPORTS TRANSMITTED FOR THE MONTH OF:

CERTIFICATION

I certify that I am a duly qualified and authorized official of the reporting county
and tllat the number of complaints filed and decrees entered during the month is aa reported.

F
County Clerk

*Filing fee required at time of filing of initial complaint.
NOTE : Fees should be transmitted with Form VS-246, Transmittal of Fees.

TO: Accounting Officer

The number of complaint filed as reported on this form has been verified to the
reports.

*

Chief, Bureau of Vital Statistic

STATE OF CALIFORNIA RUREAU OF VITAL STATISTICS
OEPARTMSNT OF PUSLIC HEALTI+ (1.1-66) FOW VS.247



Exhibit 4g

STATE
FILE REPORTOF FINAL DECREEOF ANNUWENT
NUMBE~

PART I: NAMES OF PARTIES. OF ANNULMENT

1A. NAME OF HUSBAND—LAST NAME ~ 1B. FIRST NAME : I C. MIDDLE INITIAL
I

I
~,

2A. MAIDEN NAME OF WIFE—LAST NAME

!

2B. FIRST NAME : 2C. M,DD’E ~N,T,AL

! .

PART II: CERTIFICATION OF COUNTY CLERK

9. DATE DECREE ENTERED 4. CASE NUMBER

S. COUNTY 6. DATE OF REPORT

7A. COUNTY CLERK 7B.

b BY ~ DEPUTY

STATE OF CALIFORNIA—DEPARTMENT OF PUBLIC HEALTH 1987S-4S0 4-64 15M @ OSP (1-1.62) FORM VS.242



Exhibit 4h

STATE
FILE REPORT OF FINAL DECREE OF DIVORCE
NUMBER

PART 1: NAMES OF PARTIES TO DIVORCE

1A. NAME OF HUSBAND — LAST NAME ; IB. FIRST NAME ; IC. MIDDLE INITIAL
I I
I

1~

2A. MAIDEN NAME OF WIFE — LAST NAME ~ 2B. FIRST NAME \ 2C. MIDDLE INITIAL

I I
I I

PART 11:CERTIFICATION OF COUNTV CLERK

3. DATE DECREE ENTERED 4. CASE NUMBER

5. COUNTY 6. DATE OF REPORT

7A. COUNTY CLERK 7B.

➤ BY ➤ DEPUTY

STATE OF CALIFORNIA — DEPARTMENT OF PUBLIC HEALTH (l-l-62) FORM VS-243
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Exhibit 4i

TRANSMITTAL OF FEES

FOR FINAL DECREES OF DIVORCE AND OF ANNUmNT

(To be used for those cases where initial complaints
were filed prior to January 1, 1966)

County of:

Date:

TO: State Department of Public Health
2151 Berkeley Way
Berkeley, California 94704

ATTENTION: Accounting Officer

Amount enclosed: *S

Transmittal of fees for the month of:

Number of final decrees (initial complaints were filed
prior to January 1, 1966) entered during the month:

DIVORCES (l-l-62 Fom VS-242)

ANNDMNTS (l-l-62 Fonn VS-242)

CERTIFICATION

I certify that I am the duly qualified and authorized official of the re-
porting county responsible for the examination and settlement of accounts and
that the amount transmitted is the due and proportionate share pursuant to
Section 26859 of the Government Code, relative to final decrees for which the
initial complaints were filed prior to January 1, 1966.

➤

County Auditor - Controller

I certify that I am a duly qualified and authorized official of the re-
porting county and that the number of final decrees for which the initial
complaints were filed prior to January 1, 1966, and entered during the month
is as reported.

b

County Clerk

Warrant should be made payable to the State Department of Public Health, and

is required to be transmitted by the 10th day of each month for fees collected
during the immediately preceding month, relative to final decrees for which
the initial complaints were filed prior to January 1, 1966.

STATE OF CALIFORNIA BUREAU OF VITAL STATISTICS
DEPAR~ENT OF PUBLIC HEALTH (REV. 1-1.66) FORM VS.194
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Exhibit 4j

TRANSMITTAL OF ~PORTS

FINAL DEC~E OF DIVORCE AND OF ANNULMENT

(Ta be used for those cases where initial complaints
were filed prior to January 1, 1966)

County of:

Date:

TO: StaCe Department of Public Health
Bureau of Vital Statistics
1927 - l,3thStreet
Sacramento,California 95814

Repoetsof Final Decree (initial complaint filed prior to
January 1, 1966) enclosed for the month of:

NUMBER OF DIVORCES (l-l-62Form VS-243)

NUMRERQFANNUWNTS (1-1-62FO~~-242)

CERTIFICATION

I certify that I am a duly qualified and authorized official of the re-
porting county and that the number of final decrees for which the initial
complaints were filed prior to January 1, 1966, and entered during the month
is as reported.

➤

County Clerk

NOTE : Fees should be sent with Form VS-194, (Rev. 1-1-66), Transmittal of
Fees.

TO: Accounting Officer

‘J!~enumber of final decrees as reported on this form have been verified
to the repor$s,

E

Chief, Bureau of Vital Statistics

STATE OF CALIFOWIA BUFiEAU OF VITAL STATISTICS

DEPARTMWT OP PU8L3C HEWTH [REV. 1-I-66) FORM VS. 195
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Appendix

I CONFERENCE

Aaae, Mr. Leland E., Director, Bureau of Vital
Statistics, Wisconsin Board of Health

Abbey, Helen, SC. D., Associate Professor, Depart-
ment of Biostatistics, School of Hygiene and Pub-
lic Health, The Johns Hopkins University

Abernathy, James R., Ph. D., Assistant Professor,
Department of Biostatistics, School of Public
Health, University of North Carolina

Adams, Miss Dorothy A., Borough Registrar, Staten
Island, New York City Department of Health

Adler, Mr. Alex, Scientific and Intelligence Officer
for Manpower, Health Manpower Resources Pro-
gram, Bureau of State Services (CH), PHS

Akhihiero, Mr. Kingsley, Statistician, Midwestern
Nigeria Government, Ministry of Economic De-
velopment, Nigeria

Alpay, MISS Aysel, Research Assistant, School of
Public Health, Ministry of Health and Social
Assistance, Turkey

Altman, Isidore, Ph. D., Professor of Medical Care
Statistics, Department of Blostatistics, Graduate
School of Public Health, University of Pittsburgh

Anderson, Mr. Carl W., Systems Development Offi-
cer, Internal Revenue Service, Department of the
Treasury

Assenzo, Joseph R., Ph. D., Office of Medical Re-
search, C1inicaI Pharmacology, and Medical Bio-
statistics, the Upjohn Co., Kalamazoo

Aune, Mrs. Hazel V,, Chief, Formula Grant Branch,
Office of Grants Management, Bureau of State
Services (CH), PHS

Austin, Mr. Elbert, Jr., Administrative Director,
Division of Research, Planning, and Statistics,
Kentucky Department of Health

Bahn, Anita K., SC. D., Chief, Outpatient Studies
Section, Office of Biometry, National Institute of
Mental Health, PHS

. .

PARTICIPANTS

Baird, Mrs. Mary R., Director, Division of Vital
Statistics,Tennessee Department of Public Health

Baldwin, Mr. C. E., Chief, Public Health Section,
Health and Welfare Division, Dominion Bureau
of Statistics, Canada

Baney, Miss Anna Mae, Division of Hospital and
Medical Facilities, Bureau of State Services (CH),
PHS

Bauer, Mr. Frank C., Chief Statistician, Chicago
Board of Health

Becker, Mr. Harry J., Executive Secretary, Commit-
tee on Special Studies, The New York Academy
of Medicine

Bedi, Mr. Robert L., Biostatistician, Division of Bio-
statistics, Bureau of Planning, Evaluation, and
Research, Pennsylvania Department of Health

Benjamin, Mr. Eugene, Statistician, Central Sta-
tistics Office, Sierra Leone

Bennett, Mr. Charles G., Registrar General, Office
of Research, Planning, and Statistics, Hawaii De-
partment of Health

Beran, Miss Lanng, Bureau of Family Services,
Welfare Administration

Beresford, Mr. John C., Staff Assistant, Methods
Development, Population Division, Bureau of the
Census

Berg, Mr. Donald B., Project Director, National
Study of Maternity Care, Planning Phase, The
American College of Obstetricians and Gynecolo-
gists, Chicago

Berg, Robert L., M.D., Chairman, School of Medi-
cine and Dentis~ and Senior Associate Physi-
cian, The University of Rochester Medical
Center

Berger, Miss Anne G., Statistician General, Re-
search Surveillance Center, Division of Radio-
logical Health, Bureau of State Services (EH),
PHS

367



Bergstrom, Mr. Donald E., Chief, Division of Public
Health Statistics, Vermont Department of Health

Berving, Miss Lyda, Methods and Procedures Ad-
visor, Bureau of Statistim, Illinois Department of
Public Health

Binder, Mr. Sidney, Statistician, Office of Records
and Statistics, Social Security Administration

Bock, Mr. H. Barrett, Director, Division of Biosta-
tistim, Bureau of Planning, Evaluation, and Re-
search, Pennsylvania Department of Health

Booker, Mr. Russell, Jr., Chief, Registration Serv-
ices, Bureau of Vital Records and Health Statis-
tics, Virginia Department of Health

Boorde, Mr. Oliver H., Director, Division of Public
Health Statistics, Bureau of Vital Statistics, Flor-
ida Board of Health

Borsky, Mr. Pad, Research Associate, School of
Public Health and Administrative Medicinej Go-
Iumbia University

Bouchard, Mr. Joseph, Data Processing Ma. .~ger,
Public Health Statistics Section, North Carolina
Board of Health

Boyle, Mr. Daniel C., Bureau of Family Services,
Welfare Administration

Brehm, Mr. Henry P., Research Constitant, Geron-
tology Branch, Division of Chronic Diseases,
Bureau of State Services (CH), PHS

Brewster, Mrs. Agnes W., Chief, Health Economics
Branch, Division of Medical Care Administra-
tion, Bureau of State Services (CH), PHS

Bridger, Mr. Clyde A., Chief Statistician, Bureau
of Statistics, Illinois Department of Public
Health

Bromer, Mr. Louis, Chief, Statistics and Reports
Branch, Division of Hospitals, Bureau of Medi-
cal Services, PHS

Bryla, Mrs. Dolores S., Office of the Director, Na-
tional Cancer Institute, NIH, PHS

Bush, Mr. Lewis C., Director, Office of Vital Statis-
tics, Division of Research, Planning, and Statis-
tics, Kentucky Department of Health

Butler, Mr. Fenton H., Deputy State Registrar and
Director, Bureau of Vital Statistics, Arizona De-
partment of Health

Byars, Mrs. Doris M., Secretary, Bureau of Vital
Statistics, South Carolina Board of Health

368

Calhoun, Robert A., P.E.D., Director, Public Health
Statistics, Indiana Board of Health

Cannell, Charles F., Ph. D., Institute for Social Re-
search, Survey Research Center, Research Center
for Group Dynamics, University of Michigan

Carroll, Mr. W. D., Chief, Records and Statistics
Section and State Registrar, Bureau of Vital
Statistics, Texas State Department of Health

Carter, Mr. Charles H., Director, Division of Vital
Records, Bureau of Vital Statistics,Florida Board
of Health

Carter, Hugh, Ph. D., Professorial Lecturer in
Sociology, American University

Chadwell, Mr. Lester, Public Health Advisor, Divi-
sion of Medical Care Administration, Region I,
PHS

Chancellor, Mr. Loren E., Director, Records and
Statistics Division, Iowa Department of Health

Ciaccio, Mr. Anthony, Director, Division of Public
Health Statistics, Louisiana Board of Health

Clifford, Martha L., M.D., Director, Community
Health Services, Connecticut Department of
Health

Cofer, Mrs. Virginia G., Supervisor, Vital Statistics,
Norfolk (Virginia) Health Department

Colby, MH. Marian Maloon, Director, Bureau of
Vital Statistics, Division of Public Health Serv-
ices, New Hampshire Department of Health and
Welfare

Collette, Miss Patricia, Research Associate, School
of Public Health and Administrative Medicine,
Columbia University

Colombotos, John, Ph. D., Research Associate,
School of Public Health and Administrative
Medicine, Columbia University

Colwell, F. Herbert, Dr. P.H., Director, Division
of Statistia and Research, Community Health
Servicti, Philadelphia (Pennsylvania) Depart-
ment of Public Health

Connolly, Miss Eleanor C., National Tuberculosis
Association, New York City

Copher, Mrs. Lorene, Supervisor, Vital Records,
Section of General Services, Division of Healthj
Missouri Department of Public Health and
Welfare



Coulter, Elizabeth, Ph. D., Associate Professor, De-
partment of Biostatistics, School of Public Health,
University of North Carolina

1 Grawford, Miss Isabelle, Methods and Procedures
Supervisor, Data Processing Unit, Illinois Depart-
ment of Public Health

I

Crystal, Mr. Royal A., Deputy Chief, Health Eco-
1

nomics Branch, Division of Medical Care
Administration, Bureau of State Services (CH),
PHS

I Cugliani, Mrs. Anne, Director,. Popdation Health
Survey, New York City

Dauer, Carl C., M.D., Washington, D.C.

Davids, Mr. Donald J., Chief, Records and Sta-
tistics Section, Colorado Department of Public
Health

DeHoff, Mr. John B., Director of Local “Health
Services, Baltimore (Maryland) City Health
Department

Derr, Mr. Charles, Chief, Data Processing, Bureau
of Vital Records and Health Statistics, Virginia
Department of Health “

Digon, Mr. Edward, Biostatistician, Division of
Biostatistics, Bureau of Planning, Evaluation, and
Research, Pennsylvania Department of Health

Dillon, Miss Ann, Director of Statistical Service,
Tennessee Department of Public Health

Dixon, Mr. William R., Director, Division of Data
Processing, Bureau of Administration and Man-
agement, Pennsylvania Department of Health

I Domke, Herbert R., M.D., Directcr, Allegheny
County (Pennsylvania) Health Department

*Donnelly, James F., M.D., North Carolina State
Board of Health; Chairman, Maternal Health
Committee,. American College of Obstetricians
and Gynecologists

Donnelly, Madelene M., M.D.; Director, Division
of Maternal and Child Health, Iowa Department
of Health

Doto, Miss Irene, Statistician, Kansas City Field
Station, Communicable Disease Center, PHS

Drew, Mrs. Carolyn ~., Secretary, Bureau of Vital
Statistics, South Carolina Board of Health

Dunn, Halbert L., M.D., Ph. D., Washington, D.C.

Dunning, Mr. Harry C., Chief, Vital Statistics Sec-
tion, Seattle-King County (Washington) Depart-
ment of Public Health

Ederer, Mr. Fred, Biometrics Research Branch, Na-
tional Heart Institute, NIH, PHS

Elinson, Jack, Ph. D., Professor of Administrative
Medicine, Division of Medical Care Administra-
tion, School of Public Health and Administrative
Medicine, The Faculty of Medicine of Columbia
University

Elveback, Lillian R., Ph. D., Head, Section of Medi-
cal Statistics, Mayo Clinic ,

Ely, Mr. Kingston G., Director, Division of Vital
Records, Indiana Board of Health

Emeh, Mr. Bartholomew, Statistician, MinistV of
Economic Planning, Eastern Nigeria Government

Erhardt, Carl L., Sc. D., Associate Director, Office
of Research, The City of New York Department
of Health

Erickson, Miss Lillian H., Chief, Medical Records
Branch, Office of Professional Services, Division
of Hospitals, Bureau of Medical Services, PHS

Ervin, Mr. Theodore R., Associate Commissioner
for Administration, Michigan Department of
Public Health

Fay, Mr. William T., Chief, Geography Division,
Bureau of the Census “

Feldman, Jacob J., Ph.,D., Associate Professor, De-
partment of Biostatistics, School of Public Health,
Harvard University

Felsman, Mr. Francis, Statistician, Evaluation
Branch, Division of Indian Health, Btireau of
MedicaI Services, PHS

Ferrero, Dr. Carlos, Professor of Vital Statistics,
School of Public Health, University of Buenos
Aires, Argentina
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Officer, Division of Health Examination Statistics

Armstrong, Mr. Robert J,, Statistician, Mortality
Statistics Branch, Division of Vital Statistics

Backenheimer, Mr. Michael, Survey Statistician,
Survey Methods Branch, Division of Health Inter-
view Statistics

Barber, Mrs. Nancy T., Public Health Analyst, Reg-
istration Methods Branch, Division of Vital Sta-
tistia

Bales, Miss Sara, Clerk Typist, Conference Activi-
ties, Office of the AssistantDirector

Bean, Miss Judy, Statistical Advisory Staff

Bell, Mr. Theodore A., Office of Information and
Publications

Bernstein, Mr. Stuart, Junior Professional Trainee

Bircher, Mrs. Florence B., Staff Assistant, Confer-
ence Activities, Office of the Assistant Director

Bono, Mrs. Louise E., Nosologist, Research Branch,
Division of Data Processing

Bonner, Miss Mary Frances, Public Health Analyst,
Registration Methods Branch, Division of Vital
Statistics

Bryant, Mr. E. Earl, Chief, Institutional Population
Survey Branch, Division of Health Records
statistics
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Campbell,, Mr. tiur A., Chief, Natality Statistics
Branch, Division of Vital Statistics

Chamberlain, Mrs. Frances I., Public Health Ana-
lyst, Conference Activities, Office of the Assistant
Director

Chamberlain, Mr. Thomas W., Public Health Ana-
lyst, Registration Methods Branch, Division of
Vital Statistics

Chase, Helen C., Dr. P.H., Statistician, Office of
Health Statistics Analysis

Clague, Mrs. Alice J., Statistician, Natality Statis-
tics Branch, Division of Vital Statistics

Cohrssen, Mr. John J., Statistician, Division of
Health Examination Statistics

Councell, Clara E., Ph. D., Deputy Chief, Office of
Health Statistics Analysis

Council, Mr. Charles R., Chief, Registration Meth-
ods Branch, Division of Vital Statistics

Davidson, Miss Mary L., Statistician, Health Man-
power Statistics Branch, Office of the Director

DeLozier, Mr. James, Survey Statistician, Division
of Health Records Statistics

Dingfelder, Mrs. Adele G., Junior Professional
Trainee

Dohnan, Mrs. Alice B., Supervisory Nosologist, Data
Preparation Branch, Division of Da& Processing

Dundon, Mr. Thomas C., Public Health Analyst,
Registration Methods Branch, Division of Vital
Statistics

Ekizian, Miss Ruth P., Property and Procurement
Services, Administrative Branch, Office of the
Executive Officer

Evans, Mr. Marshall C., Chief, Data Preparation
Branch, Division of Data Processing

Freeman, Mrs. Natalie C., Scientific Communica-
tions Specialist, Office of Information and Public-
ations

Gagnon, Mr. Raymond O., Junior Professional
Trainee

Gallese, Mr. Charles, Supervisor of Operations, Op-
erations Management Section, Division of Health
Examination Statistim

Gay, Mr. George A., Public Health Analyst, Reg-
istration Methods Branch, Division of Vital Sta-
tistics

Giebler, Miss Mary M., Public Health Analyst, Reg-
istration Methods Branch, Division of Vital Sta-
tistics

Gleeson, Mrs. Geraldine A., Chief, Analysis and
Reports Branch, Division of Health Interview
Statistim

Godley, Mr. Frank H., Statistician, Natality Statis-
tics Branch, Division of Vital Statistics

Green, Mr. Donald, Chief, Office of Information
and Publications

Greene, Mr. Charles E., Computer Systems Ana-
lyst, Division of Data Processing

Greer, Miss Claudia, Clerk Typist, Conference
Activities, Office of the Assistant Director

Grove, Robert D., Ph. D., Chief, Division of Vital
Statistics

Guralnick, Miss Lillian, Statistician, Office of
Health Statistics Analysis

Harnill, Peter V., M.D., Division of Health Exami-
nation Statistics

Hazlewood, Miss Jane, Survey Statistician, Hospital
Discharge Survey Branch, Division of Health
Records Statistics

Herrell, Mrs. Dorothy L., Secretary to the Chief,
Division of Vital Statistics

Hetzel, Miss Alice, Chief, Statistical Resources Sec-
tion, Division of Vital Statistics

Hollis, Mrs. Rose M., Secretary to the Assistant
Director

Israel, Mr. Robert A., Supervisory Statistician, Mor-
tality Statistics Branch, Division of Vital Sta-
tistics

Jackson, Miss Ann L., Junior Professional Trainee

Johnson, Mrs. Elizabeth S., Statistician, Data
Analysis and Reports Branch, Division of Health
Examination Statistics

Klebba, Miss A. Joan, Statistician, Mortality Sta-
tistics Branch, Division of Vital Statistics

Knee, Mr. J. K., Chief, Conference Activities,
Office of the AssistantDirector

Koons, Mrs. Florence K., Chief, Research Branch,
Division of Data Processing

Kuhn, Mr. Russell P., Social Science Analyst,
Marriage and Divorce Statistics Branch, Division
of Viti Statistics
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Lawrence, Philip S., Sc. D., Chief, Division of
Health Interview Statistics

Lewis, Miss Kay, Secretary to the Acting Chief,
Division of Data Processing

Llnder, Forrest E., Ph. D., Director

Lindsay, Mr. W. Douglas, Jr., Management
Trainee, Office of the Executive Officer

Little, Mr. Robert T., Chief, Programming Branch,
Division of Data Processing

Lunde, Anders S., Ph. D., Assistant Chief, Division
of Vital Statistics

Mack, Mrs. Belvera M., Public Health Analyst,
Division of Vital Statistics

Madigan, Miss Eleanor, Computer SystemsAnalyst,
Division of Data Processing

Massey, Mr. James T., Junior Professional Trainee

Mathis, Mrs. Evelyn S., Survey Statistician, Division
of Health Records Statistics

I McCarthy, Miss Mary A., Supervisory Statistician,
Mortafi~ Statisti& B;anc~, Divi&on of Vi~
Statistics

McDowell, Mr. Arthur J., Chief, Division of Health
Examination Statistics

Miller, Mr. Henry W., Supervisory Survey Statisti-
cian, Operations. and Quality Control Branch,
Division of Health Examination Statistics

Monroe, Mrs. Virginia L., Secretary to the Chief,
Conference Activities, Office of the Assistant
Director

Morgan, Mr. Roy B., Jr., Ju@or Professional
Trainee

Moriyama, Iwao M., Ph. D., Chief, Office of Health
Statistics Analysis

Mount, Mr. Henry S., Survey Statistician, Division
of Health Records Statistics

Murphy, Mr. Robert S., Mathematical Statistician,
Office of the Statistical Advisor

Nelson, Mr. Arne B., Survey Statistician, Institu-
tional Population Survey Branch, Division of
Health Records Statistics

Nesbitt, Mrs. Jaalda, Clerk Typist, Office of Infor-
mation and Publications

Newman, Mis Janie R., Junior Professional Trainee

Ortmeyer, Carl E., Ph. D., Statistician, Marriage
and Divorce Statistics Branch, Division of Vital
Statistics

Ott, Mr. M, Gerald, Junior Professional Trainee

Pennell, Mrs. Maryland Y., Chief, Health Man-
power Statistics Branch, Office of the Director

Plateris,Alexander A., Ph. D,, Statistician, Marriage
and Divorce Statistics Branch, Division of Vital
statistics

Roberts, Miss Jean, Supervisory Statistician, Data
Analysis and Reports Branch, Division of Health
Examination Statistics

Rossoff, Mr. Milton C., Chief, Hospital Discharge
Survey, Division of Health Records Statistics

Sagen, Oswald K., Ph. D., Assistant Director

Scanlon, Mr. James, Junior Professional Trainee

Schuler, Mr. Walter H., Research Analyst, Regis-
tration Methods Branch, Division of Vital
Statistics

Schureman, Mrs. Alice A., Assistant Executive
Officer

Simmons, Mr. Walt R., Statistical Advisor

Smith, Mrs. Frances, Writer, Office of Information
and Publications

Stolcis, Mr. Louis R., Executive Officer

Storck, John, Ph. D., St@ Advisor, Division of Vital
Statistia

Sflivan, Mr. Daniel F., Statistician, Office of
Health Statistics &alysis

Surber, Miss Sandra K., Clerk Typist, Conference
Activities, Office of the Assistant Director

Taylor, Miss Alice, Coding Specialist, Medical Clas-
sification Section, Data Preparation Branch, Divi-
sion of Data Processing

Templeton, Mr. Marvin C., Acting Chief, Division
of Data Processing

Ventura, Mrs. Stephanie L., Junior Professional
Trainee

Walstad, Miss Lois, Clerk Typist, Conference Activ-
ities, Office of the AssistantDirector

Weisel, Miss Barbara I., Clerk Stenographer, Con-
ference Activities, Office of the Assistant Director
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Westbrook, Miss Janet C., Junior Professional W~iams, Mr. Robert, Junior Professional Trainee
Trainee Witkin, Mr. Michael J., Survey Statistician, Hospi-

Wheeler, Mr. Bobby J., Assistant Chief, Conference tal Discharge Survey, Division of Health Records
Activities, Office of the Assistant Director statistics

Whs, Mrs. Bernice J., Statistician, Mortality
Statistics Branch, Division of Vital Statistics

Woolsey, Mr. Theodore D., Deputy Director

Williams, Mrs. Dorothy H., Management Advisor,
Management Advisory Branch, Office of the Zugzda, Mr. Michael J., Statistician, Statistical

Executive OfEcer Resources Section, Division of Vital Statistics
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